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Rankin, F. W., and Palmer, B. M.: Postoperative 
Parotiditis:; Treatment Without and With 
Radium. Ann. Surg., 1930, xcii, 1007. 

Having noted the beneficial effects of radium 
packs in the early stages of infection of the parotid 
gland, Rankin and Palmer reviewed all of the seventy- 
eight cases of parotid infection which have occurred 
in the Mayo Clinic in the last four years in order to 
compare the effects of the various therapeutic agents 
employed. Radium was used in twenty of the cases. 

The incidence of parotiditis after general surgical 
procedures, including operations on the upper part 
of the gastro-intestinal tract and small bowel, is 
relatively low. In twenty of the seventy-eight cases 
reviewed the condition followed an operation on the 
colon or rectum. 

There are five theories as to the nature of post- 
operative parotiditis. According to one, the con- 
dition is a pyemic phenomenon due to embolism 
of the parotid vessels with a septic clot derived from 
the primary focus of infection. According to another, 
it is a parenchymatous degeneration of the gland 
due to hyperpyrexia. According to a third, it is an 
infection of the gland resulting from an unsuccessful 
attempt to excrete toxin formed by the organisms 
of the primary disease. The fourth theory is that 
the condition develops sympathetically after opera- 
tions on the generative organs. According to the 
fifth, it is produced by direct extension of micro- 
organisms along Stenson’s duct from the mouth. 

In the cases reviewed, especially those in which 
operation was performed on the colon, there were 
many factors unfavorable to surgical intervention 
and favorable to complications. These were ad- 
vanced age, debility, dehydration, arteriosclerosis, 
and infection of long standing. 

The only sign which is pathognomonic of sup- 
puration of the parotid gland is fluctuation. When 
this appears the gland should be lanced. Un- 


necessary drainage of the gland and perhaps spread 
31 


HEAD AND NECK 


of the infection is frequently avoided by waiting 
for a definite sign. In many cases suppuration may 
be prevented by the application of hot fomentations 
or ice. 

By using radium, particularly by applying it 
within one or two hours after the beginning of the 
swelling in the region of the parotid gland, Rankin 
and Palmer have been able to decrease the morbidity 
and mortality of parotiditis appreciably by re- 
ducing the incidence of suppuration and absorption. 
For the best results the radium must be applied as 
soon as the first symptom appears. The technique 
of treatment varies somewhat with the severity 
of the condition, but a large dose is not necessarily 
more effective than a dose of medium size. 

Of the twenty cases treated with radium which 
are reviewed by the authors, surgical drainage was 
necessary in only two. In the fifty-eight cases in 
which radium was not used there were twenty-three 
deaths, whereas in the twenty cases treated with 
radium, there were only four deaths and two of these 
were due to pyelonephritis and uremia respectively. 


EYE 


Spratt, C. N.: Intra-Ocular Foreign Bodies. 11. 
J. Ophth., 1930, xili, 1079. 

The author reviews tor cases of intra-ocular 
foreign body seen by him in a period of twenty-five 
years. In diagnosis, the magnet test has been found 
unreliable. Sweet’s method of localization is the 
best, but if the first roentgenogram is negative, 
roentgenograms should be taken from various angles 
as the foreign body may be masked by heavy bone. 
Foreign bodies in the vitreous are usually removed 
best by the posterior route through a scleral in- 
cision. SaMuEL A. Durr, M.D. 


Smith, H. G., Barkan, H., and Barkan, O.: Vaso- 
motor Glaucoma. Am. J. Ophih., 1930, xiii, 1076. 


It has been demonstrated experimentally that in- 
tra-ocular pressure varies directly with blood pres- 
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sure. Kronfeld concluded from his experiments that 
the amount of inflow of aqueous depends upon capil- 
lary blood pressure and the permeability of the lining 
membrane, both of which are intimately related to 
the caliber of the intra-ocular vessels. If this theory 
is correct it is obvious that vasomotor disturbances 
may precipitate acute attacks of glaucoma and in 
certain persons a chronic fluctuating form may be 
expected. 

The authors report the case of a man thirty-six 
years old who first sought treatment in 1924 for poor 
vision and attacks of headache. Examination re- 
vealed a central corneal opacity in each eye, proba- 
bly from old interstitial keratitis. Vision with a my- 
opic correction was 3/10 and 1/10. The fields were 
normal and the disk showed no excavation, but ten- 
sion was 42 in each eye. The patient complained of 
inability to read for over half an hour and of blurring 
of vision associated with headache and rainbow rings 
which occurred after meals, during excitement, and 
when he put his head back in a barber’s chair. While 
resting his head on his right hand, he noticed a flush- 
ing of the right side of his face. 

Treatment first with adrenalin and later with lavo- 
glaucosan caused great improvement. These drugs 
are vasomotor stimulants. Samver A. Durr, M.D. 


Holth, S.: Iridencleisis Cum Iridotomia Meridi- 
onali: An Operative Method Both in Acute 
and in Chronic Primary Glaucoma. Arch. 
Ophth., 1930, iv, 803. 


The author states that he abandoned the three 
methods of anterior sclerotomy—the His punch for- 
ceps operation, the Elliot trephination, and the tan- 
gential punch forceps sclerotomy—because all of 
them cause an immediate and sometimes sudden de- 
crease of tension and after several years the defect in 
the sclera may be completely obliterated by solid 
and impermeable scar tissue, the tension being then 
often raised again. After his iridencleisis, conditions 
are reversed. In 50 per cent of the cases the tension 
becomes at once and permanently normal, but in 35 
per cent miotics must be used for from two weeks to 
six months after the operation. The final ‘filtering 
scar’’ will nearly always last a lifetime. In 15 per 
cent of the cases the continued use of miotics, which 
are useless before operation, will keep the tension 
normal and render re-operation unnecessary. The 
author has never known of late infection to develop 
in seeing eyes after iridencleisis. Enroth has shown 
that cataract may occur relatively early after Elliot’s 
operation. Holth has observed this result following 
his operation only in far-advanced cases of cataract. 
After cyclodialysis, the possibility of cataract should 
always be kept in mind. 

Holth describes his operation in detail. 

Les.ie L. McCoy, M.D. 


Duke-Elder, W. S.: The Nature of the Vitreous 
Body. Brit. J. Ophth., 1930, Supp. iv. 


The author presents evidence which suggests that 
the vitreous body is a hydrophilic, elastic gel formed 
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by the physical combination of two special protein 
constituents, each with a specific function, which are 
elaborated by the surrounding ectoderm, and the 
common intra-ocular fluid which dialyzes from the 
capillary blood and percolates these protein con- 
stituents. The reactions of the gel to changes in its 
environment and internal economy proceed along 
physicochemical lines according to the conditions 
which govern the behavior of gels in general. As the 
gel is a cell product, its reaction to metabolic or 
toxic disturbances is passive. It will respond to 
alterations in its environment or internal economy 
by turgescence and deturgescence. Turgescence 
causes ocular hypertension, and deturgescence 
causes hypotension. Macroscopically, the vitreous 
body has the appearance of a gel, but micro- 
scopically, if it is examined in as normal a state iis 
possible, it appears structureless. 

Almost invariably, the surface layer of a colloid 
solution undergoes condensation; hence the so- 
called hyaloid membrane. Anatomically, a mem- 
brane does not separate the vitreous and retina. 

The zonule was once considered to be a membri- 
nous structure closely related to the vitreous. Later 
it was described as a system of fibers. Today, tle 
first view is held to be most correct. 

The vitreous gel is in a very unstable state of 
dynamic equilibrium and is readily destroyed by the 
slightest mechanical insult. 

The vapor pressure of the vitreous shows it to be 
a reversible, elastic, hydrophilic gel presenting no 
opacity point. 

Slow and controlled diffusion in the vitreous ac- 
counts for the formation of large and well-formed 
crystals of substances crystallizing with difficulty, 
such as fatty acids, which may produce synchisis 
scintillans. 

In the horse, the chemical composition of the 
vitreous body, aqueous humor, and blood serum 
is as follows: 


THE CHEMICAL COMPOSITION OF THE VITREOUS BOD\, 
AQUEOUS HUMOR, AND BLOOD SERUM OF THE 


HORSE 
(Grams per 100 c.cm.) 

Vitreous Aqueous Serum 
a Pee Ee er oe 99.6813 99.6921 93.3238 
Solids (dried at 100° C.). 1.1087 1.0869 9.5302 
Total protein....... 0.0652 ©.0201 7.3002 
Albumin............ 0.0077 0.0078 2.9537 
Globulin. ....... 0.0115 0.0123 4.4135 
Mucoprotein........... 0.0211 Paes 
Residual protein........ 0.0250 ....... wales 
Fibrinogen........ : Traces Traces _— Present 
Immune bodies... . . Traces Traces Present 
Ferments..... Traces Traces Present 
DMR oo aiekc scam te <4 0.007 0.004 0.13 
Cholesterol. ........... 0.0005 Traces (?) Present 
Non-protein nitrogen.... 0.0264 0.0236 0.0239 
Total nitrogen....... 0.0301 ©.0268. —.n.sue. 
LO ee rer re 0.029 0.028 0.02; 
Amino-acids..... 0.030 0.029 0.03 
RKO ONG. occa.’ 0.019 0.205 Present 
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Creatinine..... 0.001 0.002 0.002 

SUMER Sis see aes 0.0973 0.0983 0.0910 
SodiwM. ...0055. ©. 2731 0. 2787 0.3351 
Potassium...... e, 0.0192 0.0189 0.0201 
Calowum:........... 0.0068 0.0062 0.0101 
Magnesium.......... ©.0020 0.0026 0.0028 
6 ee ©. 4168 0.4371 0. 3664 
Phosphorus (inorganic).. 0.0031 0.0033 ©.0030 
Sulphur (inorganic)..... ©.0062 0.0061 0.0058 


Hematogenous constituents of the vitreous are: 
I. Colloids: 

A. Proteins: (1) albumin, (2) globulin. These 
are dialyzed from the blood stream. 

B. Immune bodies: (1) antibodies, (2) agglu- 
tinins, (3) bacteriolysins, (4) hamolysins, 
and (5) complement-fixation substances. 
The distribution of these constituents is 
affected only by their molecular size. 
They enter and leave the eye in very 
minute quantities. When their concen- 
tration is raised in the blood in highly 
immunized animals the vitreous may con- 
tain considerably more. Their concentra- 
tion may be increased by an increase in 
capillary permeability. 

C. Fats. Because of the non-diffusibility, 
these are present in very small quantities. 

II. Diffusible constituents: 

A. Non-ionized substances. 

B. Ionized salts: 

1. Cations: (a) sodium, (b) potassium, 
(c) calcium, and (d) magnesium. 

2. Anions: (a) chlorides, (b) phosphates, 
and (c) sulphates. 

In all cases the vitreous and aqueous are strictly 
comparable in composition. They are formed by 
simple dialyzation from the capillary plasma. 

Special, non-hematogenous constituents of the 
vitreous are: 

I. Mucoprotein. This occurs in the umbilical 
cord, cornea, and vitreous, and is transparent. 

A. Chondroitin sulphuric acid. This occurs in 
the sclerotic as in other connective tissue, 
and its function is primarily skeletal. 

B. Mucoitin sulphuric acid. This occurs in the 
cornea and vitreous body, and maintains 
transparency. 

II. Residual protein, containing carbon, hydrogen, 
nitrogen, ash, potassium, and sulphur. 

The aqueous is poorer in colloids than the vitreous; 
hence it is slightly more acid than the vitreous. 
Both the aqueous and the vitreous are more acid 
than the colloid-rich blood plasma. 

Because of the gel structure of its colloid con- 
stituents, the vitreous has a very high viscosity. 
The conductivity of the aqueous filtrate is slightly 
greater than that of the vitreous filtrate because of 
the difference in the protein concentration. The 
vitreous is in osmotic equilibrium with the aqueous 
when the two are separated by a semipermeable 
membrane. Its osmotic pressure corresponds also 
to that of the capillary blood dialysate. 
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The composition of the vitreous alters in the same 
way as that of the aqueous, but the changes are 
slight. As colloids diffuse in the gel with difliculty, 
the vitreous does not readily show a high protein 
concentration when the aqueous is withdrawn. 

The changes in the vitreous take longer to attain 
a maximum and much longer to resolve again to 
normal because diffusion in a gel is slower and shows 
more inertia than diffusion in a sol. 

The vitreous was first believed to be derived from 
the mesoderm. Later, it was thought to come from 
the ectoderm and to be secreted by the retina. Still 
later, its source was thought to be the lens, which is 
also ectodermal. According to a fourth theory, it is 
of mixed origin. Today, it is believed to be essen- 
tially of ectodermal origin—to be formed originally 
from the neural and surface epithelium and later 
from the retinal glial elements. 

The author concludes that the intra-ocular fluid 
diaiyzes from all of the vascularized tissues of the 
eye, but especially from the ciliary body. 

Experimental and clinical evidence indicates that 
the vitreous depends for its nutrition largely upon 
the choroid. The fluid spreads through the vitreous 
by diffusion and escapes by dialyzation. The aque- 
ous fluid escapes by Schlemm’s canal and the 
vitreous fluid by the optic nerve head. 

The vitreous contains four proteins—serum al- 
bumin, serum globulin, mucoprotein, and residual 
protein. The iso-electrical points of the first three 
are: albumin, pH 4.7; glebulin, pH 5.62; and 
mucoprotein, pH 2.5. The iso-electrical point of 
the residual protein is unknown. 

Changes in turgescence are: 

1. An acid zone (pH 1 to 4). 
vitreous weight increases 42.55 times. 

2. The iso-electrical zone (pH 4 to 6). 

3. The neutral zone (pH 6 to 8). 
4. A zone of instability (pH 8 to 9). 
5. A highly alkaline zone (pH 9 to 9.5). 

Evidence shows that in certain cases glaucoma is 
due to turgescence. The swelling is probably due to 
faulty metabolism of the vitreous. 

Breakdown of the vitreous is caused by disturb- 
ances of filtration, removal of the normal environ- 
ment, and the influence of acid and alkaline solu- 
tions. These factors cause shrinkage of the gel, 
which then becomes penetrated by an ever-thicken- 
ing feltwork of strands, fibers, and membranes. 
These factors therefore explain the occurrence of 
vitreous opacities in the presence of: 

1. Exogenous materials derived from cyclitis, 
choroiditis, and retinitis. 

2. Autogenous material from partial or complete 
breakdown of the gel. Hyalitis is impossible as the 
vitreous is a cell product and not a cellular tissue. 

3. Retinal detachment caused by non-support of 
the vitreous mass after it has liquefied or shrunken. 
Behind the detached retina a highly albuminous 
plasmoid fluid transudes from generalized dilatation 
of the ocular capillaries following hypotony. This 
accounts for a part of the detachment associated 


At pH 3.5 the 








316 





albuminuric retinitis it is 
probably associated with metabolic derangement in 
the vitreous, certainly with general venous obstruc- 
tion in the choroid and retina, and sometimes with 


with neoplasms. In 


general ocdema. Detachments in thrombosis of 
the orbital veins probably have a similar origin. 
Lesuie L. McCoy, M.D. 


Wilmer, W. H.: Chronic Retrobulbar Neuritis. 
Arch. Ophth., 1930, iv, 817. 


In the diagnosis of axial neuritis a detailed family 
history is helpful. A complete examination should 
be made, including, in doubtful cases, examination 
of the spinal fluid. A positive gold curve with a 
negative Wassermann reaction is highly suggestive 
of disseminated sclerosis. Frequent perimetric 
measurements are essential. While in some cases 
of disseminated sclerosis, axial neuritis does not 
appear until late, in others it is the condition that 
brings the patient to the physician. Therefore in 
cases of axial neuritis attributed to sinus disease 
or some other focus of infection disseminated 
sclerosis may develop later. Persons with dis- 
seminated sclerosis or Leber’s disease are young 
and nervous and may have mental defects. The 
family history, sex, and the constant absolute 
central scotoma in Leber’s disease are helpful in the 
differential diagnosis. The possibility of disease 
of the pituitary body must be borne in mind. 
When there are many possible sources of axial 
neuritis it is often impossible to determine which 
one is responsible. 

The management of cases of axial neuritis con- 
sists in the removal of any manifest focus of infec- 
tion and treatment of any cause of toxemia that 
may be discovered, such as syphilis, tuberculosis, 
or diabetes. In chronic cases in which no source of 
infection can be found it is legitimate to explore the 
sphenoidal and posterior ethmoidal cells. In Leber’s 
disease and disseminated sclerosis, frankly infected 
sinuses should be drained and other foci of infection 
removed. For disseminated sclerosis there is little 
of specific therapeutic value to be suggested in the 
present state of our knowledge, but a general 
hygienic régimen is important. In Leber’s disease 
the patient is best helped by being told frankly of 
his condition and aided to face life with the prospect 
of impaired vision. Healthful employment is desir- 
able. The patient should be told that he will not 
be blind, and that at the age of fifty years he will 
probably be better able to adjust himself to the 
central blindness. Lestie L. McCoy, M.D. 


NOSE AND SINUSES 


Aubin, A., and Maduro, R.: The Pseudotubercu- 
lous Forms of Tertiary Syphilis of the Nose and 
Pharynx (Les formes pseudo-tuberculeuses de la 
syphilis tertiaire du nez et du pharynx). Arch. 
internat. de laryngol., 1930, Xxxvi, 805. 


Of all the manifestations of tertiary or delayed 
congenital syphilis, the most common are lesions of 
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the nose and pharynx. In observing numerous cases 
the authors have been impressed by the considerable 
percentage of nasal lesions which present an aspect 
quite different from the standard descriptions. 
Usually the lesions in the nose are not diffuse infil- 
trations or gummata, but resemble very closely 
lupus of the mucous membranes. In the pharynx, 
on the contrary, the gummatous form of lesion is 
the most common. However, even this often re 
sembles tuberculous granuloma of the miliary type 
(Isambert’s disease). 

The classical luetic lesions of the nose are charac- 
terized by swelling, obstruction, and pain. At first 
they are dry, but with breaking down of the granu 
loma a foul discharge appears. This is coincident 
with the formation of sequestra. The initial stage 
of the disease is seldom seen. Once developed, the 
gumma or diffuse infiltration located on the septum 
resembles a hematoma. It never involves the car 
tilage. Lesions on the inferior turbinate suggest a 
simple hypertrophy. According to the classical 
descriptions, the broken-down lesion resembles a 
punched-out ulcer, but in reality this aspect is 
almost never seen. The common lesion is the lupoid 
form resembling tuberculosis in appearance but 
being less torpid in its course. The lesion presents 
granulations and an irregular mulberry-like surface 
and bleeds easily. The base of the ulcer is indurated 
and often shows the underlying bone (Lubet- 
Barbon). 

The lupoid form of tertiary syphilis little sug- 
gests the disease. There is no pain, no swelling of 
the nose, and little obstruction. The patient suffers 
simply from slight but constant difficulty in breath- 
ing, an ordinary mucopurulent discharge, and some- 
times thin crusts, the removal of which causes 
slight bleeding. Examination reveals one or more 
ulcers with ill-defined and irregular borders and a 
base covered with granulations the size of a pin- 
head. Often the cartilaginous septum is involved, 
but there is no exposure of cartilage or bone. This 
is the description of lupus, but a difference is seen 
in the infiltration of the surrounding mucosa which 
is definitely red. 

In the pharynx, in which gummatous and ulcera 
tive types of syphilitic lesions are most common, 
the early stage of infiltration is seldom observed 
Usually the patient presents himself with an ulcer 
of the classical type which shows a yellowish base 
and punched-out scalloped borders and is surrounded 
by intensely hyperemic mucosa. Pain is absent. 
As a rule there is only a single lesion, but it is large 
and in healing it leaves white contractile cicatrices. 

In the pharynx the pseudolupus form is rare, but 
may very closely simulate lupus. The pseudotuber 
culous form of pharyngeal syphilis appears under 
the guise of Isambert’s disease (miliary tuberculosis 
of the mucosa). Multiple ulcers develop in succes- 
sive crops as the result of the softening of miliary 
gummata. The latter present themselves as minute 
vellow bodies the size of sago grains which are sur 
rounded by a bright red zone of infiltration. The 











ulcers become confluent and cause extensive losses 
of substance. New miliary gummata constantly 
appear in the vicinity. It is on the posterior wall 
of the pharynx, the soft palate, and the nasal mucosa 
that syphilis reproduces most exactly the tuber- 
culous granuloma of Isambert. While the presence 
of fever and the absence of surrounding zones of 
infiltration are supposed to distinguish tuberculosis 
from syphilis, the differences are often more theo- 
retical than real. 

Because the clinical symptoms of these special 
forms of syphilis are insufficient to differentiate 
them from tuberculosis, the authors discuss the 
various elements in the diagnosis in detail. 

Diagnosis by means of biopsy is very delicate. 
In syphilis, the lesions are well vascularized, the 
intima of the vessels is thickened, and there is a 
perivascular infiltration. Although giant cells and 
epithelioid cells are frequently present, the regular 
arrangement of a tubercle is absent. Vessels often 
persist in the areas of necrosis. Sclerosis in the heal- 
ing portions of the lesion is intense and appears 
early. Even when all of these findings are present, 
the diagnosis can never be more than presumptive. 

Of great value is an intradermal injection of 
tuberculin. In tuberculosis, this causes a local 
reaction. 

The Wassermann is often positive, but when it is 
negative should be ignored. 

Of most value is the therapeutic test, provided it 
is applied vigorously. Only mercury, bismuth, or 
arsphenamine should be employed. The frequent 
practice of administering large doses of iodide is 
wrong because this drug simply causes infiltrations 
to disappear without being specific for syphilis. 

The author concludes that the classical form of 
tertiary nasal syphilis is rare; that the Lubet-Barbon 
lupoid form is the most common; and that certain 
lupoid forms have not only the aspect, but also the 
location, slow evolution, and absence of bone de- 
struction which are characteristic of lupus. 

Several illustrative case histories are presented. 

ALBERT F. DE Groat, M.D. 


Weille, F. L.: Asthma: XI. The Pathology of 
Allergic Tissue as Seen in the Nose and in the 
Accessory Sinuses. Arch. Otolaryngol., 1930, xii, 
785. 

One hundred and sixty specimens of tissue re- 
moved from the nose and accessory sinuses of 26 
patients with asthma or vasomotor rhinitis or both 
were examined macroscopically and microscopically. 
The most interesting macroscopic observation was 
the presence of occasional pus pockets in membranes 
from the sinuses. Microscopic examination disclosed 
metaplasia of the epithelium, thickening of the base- 
ment membrane, oedema or fibrosis of the tunica 
propria, active mucous glands, dilated serous glands, 
and prominence of eosinophiles. The findings showed 
that a thickened mucous lining of a sinus may con- 
tain a pus pocket constituting a source of focal 
infection. Georce R. McAutirr, M.D. 
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Byrd, H., and Byrd, W.: Sphenopalatine Phenom- 
ena: The Present Status of Our Knowledge. 
Arch. Int. Med., 1930, xlvi, 1026. 

Dysfunction which can be arrested by anestheti- 
zation and injection of the sphenopalatine ganglia 
occurs in numerous sensory, motor, secretory, res- 
piratory, and circulatory diseases. 

The anesthetization is accomplished by the topical 
application of 2 minims of 50 per cent butyn to the 
lateral wall of the nasopharynx posterior to the tip 
of the middle turbinate. A dysfunction is considered 
relieved if the relief is complete within five minutes 
after the application of the butyn and continues for 
four hours or more. If relief is no longer obtained 
after from six to a dozen topical anwsthetizations, 
injection of the ganglion with alcohol is indicated. 
While anesthetization does not give relief in all cases 
of a malady, it may be confidently expected to do so 
in at least one-fifth of the cases. 

GerorGE R. MceAuuier, M.D. 


MOUTH 


Birkett, G. E.: Radium Treatment 
Carcinoma. Brit. \1.J., 1930, ii, 947. 


of Buccal 


The treatment of carcinoma of the mouth and 
tongue with radium is based chietly on the principles 
of screening laid down by Dominici, Regaud, Failla, 
and others, namely, the use of small intensities for 
a long period of time with elimination of the direct 
action of the beta rays rather than the use of high 
intensities for a short time. Since 1925, the author 
has used a screen of 0.5 mm. of platinum. 

Radium irradiation has not only greatly improved 
the prognosis of buccal carcinoma, but also has 
greatly increased our knowledge of the disease. It 
has been proved conclusively that in buccal carci- 
noma metastasis occurs by embolism. Epitheliomata 
of the cheek, lip, floor of the mouth, and anterior 
third of the tongue are highly differentiated for the 
most part and therefore radiosensitive. Carcinoma 
of the base of the tongue is embryonic and the most 
radiosensitive of all buccal carcinomata. The dif- 
ficulty of obtaining results in lesions developing 
upon a chronic glossitis of syphilitic origin indicates 
that often these lesions require additional surgical 
treatment. However, because of the radiosensitivity 
of most mouth lesions, the treatment of such lesions 
seems to be mainly a problem of the insertion of 
radium. 

Needles with an active length of from 30 to 50 
mm. are preferred to five or six separate seeds. 
If bone is involved, irradiation alone will rarely 
suffice. Over-treatment is thought to be better than 
under-treatment. In mouth lesions, radium irra- 
diation is a conservative method which, if successful, 
will restore function almost to normal. 

In the treatment of the lymphatic drainage areas 
of the neck the use of radium alone has not estab- 
lished itself as the method of choice. The needles 
should be inserted only after thorough exposure. 
Their insertion through the skin is not practical. 
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In operable cases, block dissection is often the pro- 
cedure of choice. In inoperable lesions the best 
procedure is thorough exposure followed by the 
insertion of radium needles, throughout the area 
of secondary deposits. The needles should have an 
active length of from 20 to 50 mm. and should be 
placed 0.2 cm. apart. They should be left in posi- 
tion for eight days. From thirty to forty needles 
are usually required. For their removal the wound 
should be re-opened under general anesthesia. If 
no glands are palpable in the neck, external irradia- 
tion with % gm. of radium should be given and the 
patient kept under observation. 

In the cases reviewed by the author the incidence 
of apparent cure of the primary site was 38.7 per 
cent in 1926, 47.3 per cent in 1927, and 60 per cent 
in 1928. The incidence of apparent cure of both 
primary and secondary sites was 27.5 per cent in 
1926, 36 per cent in 1927, and 45 per cent in 1928. 
It is evident, therefore, that the immediate results 
are improving. The improvement is ascribed by 
the author to increased personal efficiency. While 
the incidence of cure has been about equal in the 
cases treated with radium and those treated with 
surgery, it must be remembered that the cases 
treated with radium include inoperable as well as 
operable cases and that the mutilation and im- 
pairment of function are markedly less after radium 
irradiation than after operation. The author be- 
lieves that we can look forward to improvement 
of results in buccal carcinoma from treatment by 
irradiation with the gamma rays. 

A. James Larkin, M.D. 


Barbaro: Cleft Palate (Division palatine). Bull. et 


mém. Soc. nat. de chir., 1930, lvi, 1186. 


Barbaro reports a case of cleft palate which was 
treated successfully by muscular suture combined 
with suture of the nasal mucosa. In presenting 
Barbaro’s report to the Society, VEAU takes occa- 
sion to reply to criticisms of his technique. He 
states that Lexer, who uses the Langenbeck method, 
criticizes his muscular suture of the soft palate, but 
approves of separation of the aponeurosis which 
Veau has long abandoned. With regard to Veau’s 
treatment of the hard palate, Lexer disapproves of 
the separation of the superior surfaces of the palatal 
layers, the uniting of the flaps, and the complexity 
of the sutures of the buccal mucosa. However, 
Veau says that, according to statistics, Langen- 
beck’s operation is followed by disunion in from 30 
to 60 per cent of cases. 

Veau admits that in his procedure the fibers within 
the loop of the metallic suture are compressed, but 
he emphasizes that all the rest of the muscle is in- 
tact and able to function. He states that the im- 
mobility of the soft palate after Langenbeck’s oper- 
ation is due to sclerosis of the muscles, the result of 
cicatrization. As indicating that muscular suture is 
less dangerous to the mobility of the soft palate, he 
cites the fact that in 40 per cent of his total number 
of cases and 70 per cent of those of children operated 
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upon before the third year of age, absolutely normal 
phonation is obtained. 

Veau has now rejected pharyngeal separation of 
the tissues and disinsertion of the palatal aponeu- 
rosis. He separates the palatal laminz, but only 
temporarily. He believes it is better to have the 
nasal surface freed for a few seconds and the buccal 
surface freed for a few minutes than to have the 
buccal surface denuded permanently in an inevi- 
tably infected medium. Lexer does not accept the 
nasal suture. 

After 200 operations, Veau greatly reduced the 
size of the rugine he uses. This is his only special 
instrument. He has often split the mucosa, but has 
been able to suture it. Lexer says that when a dou- 
ble layer of sutures is used recesses are formed where 
inflammation and suppuration may develop more 
easily than when a bloody surface is left and the 
secretions are eliminated. Veau performed 350 sta- 
phylorrhaphies before he succeeded in suppressing 
these recesses in cleft palate without harelip. He 
frees 1 or 2 buccal flaps, taking all of the palatal 
mucosa. These flaps, completely detached in front, 
are fitted to the roof of the region and closely at- 
tached to the layer of nasal mucosa. As the buccal 
edges come together so well, he no longer makes a 
median buccal suture, but fastens the buccal flaps 
to the roof with 2 or 3 lateral stitches. 

Veau attributes the vitality of the tissues at the 
edge of the buccal suture to the conservation of the 
great posterior palatine artery. Pace. 


Quick, D.: Radium and Surgery in Cancer of the 
Tongue. Brit. M. J., 1930, ii, 944. 


Cancer of the tongue is usually epidermoid in 
character and includes practically every histological 
type from the papillary squamous-cell growth to the 
infiltrated tumor and from the fully differentiated 
adult type to the total anaplastic transitional-cell 
type. 
In the treatment of epidermoid carcinoma the 
combined use of irradiation and surgery offers sev- 
eral advantages. The degree of cellular differentia- 
tion revealed by the microscope shows clearly the 
reason for some of the failures of surgery and for 
some of the spectacular results obtained with irradia- 
tion. Patients with highly malignant lesions are poor 
surgical risks. On the other hand, such lesions are 
highly radiosensitive. Fully differentiated tumors 
often yield better operative results and are ordinaril; 
more radioresistant. The work of Martin and Quimby 
has shown that adult epidermoid carcinoma requires 
from 7 to 10 skin erythema doses throughout the tu 
mor for permanent control of the neoplasm. The 
anaplastic growths quite often respond to from 3 t: 
6 erythema doses. Hence, external irradiation oc 
casionally controls a few of the most radiosensitive 
growths of the tongue. Ordinarily, however, inter- 
stitial irradiation must be employed. Histologica! 
grading is of great importance in the determination 
of the initial dosage, and as it is most easily carried 
out in epidermoid cancer, the treatment of this typ: 




















of lesion is becoming more accurate. Any aggressive 
treatment of cancer of the tongue should be preceded 
by rigid hygienic measures. 

Since 1925 radon in gold capillary seeds with a fil- 
tration of 0.3 mm. have been depended upon entirely 
for the direct complete control or restraint of the tu- 
mor tissue. For the past three years, external irra- 
diation has been augmented by the use of a 4-gm. 
radium-element pack. Surgical measures are used 
only for operable metastatic cervical nodes of fully 
differentiated carcinoma. During the first two weeks 
all cases receive external irradiation to a maximum 
intensity. This is followed immediately by treat- 
ment with gold seeds of radon with an individual 
value of about 2.0 mc. Necrosis rarely occurs except 
in uncontrolled local infection. Bulky growths are 
often cauterized a few days after the implantation of 
radon. The loss of irradiation sustained thereby is 
compensated for by the use of a greater initial 
strength of radon. Such cautery removal promotes 
surgical cleanliness, relieves pain, eliminates tissues 
which would otherwise break down, promotes heal- 
ing, and reduces deformity. Secondarily infected 
bone calls for surgical removal. New growths at the 
base of the tongue are quite often carcinomata of the 
transitional-cell type and exhibit a high degree of 
radiosensitivity. 

The treatment of cervical nodes is of greater im- 
portance than that of the primary growth. Routine 
block dissection of the neck is not practiced. High- 
voltage X-ray irradiation is used routinely for eco- 
nomic reasons, though heavily filtered radium is 
preferable. The determining factor is the equivalent 
quantity of irradiation. A good dose of the X-rays is 
better than a poor dose of radium. For irradiation 
of the neck the use of both roentgen rays and radium 
is better than a comparable quantity of either agent 
alone. Ewing believes that the effect of roentgen 
irradiation is more pronounced on connective tissue, 
while that of radium is more pronounced on cellular 
structures. If a palpable node of adult epidermoid 
carcinoma is present in the neck, complete unilateral 
neck dissection with the removal of all lymph-node 
areas and the embedding of filtered radon seeds at 
suspicious points within the wound before closure is 
best. Inoperable metastatic lymph nodes are treated 
by surgical exposure and the implantation of seeds 
in the tumor-bearing area. Nodes in which the cap- 
sule has been perforated by the disease are considered 
inoperable as are bilateral metastatic nodes in the 
neck. Metastatic nodes of anaplastic epidermoid 
carcinoma in the neck are treated with radium alone. 
The basis of the treatment is external irradiation 
combined with the embedding of filtered radon 
tubes. 

Of an unselected group of histologically verified 
cases of cancer of the tongue treated in the period 
from June 1, 1917, to December 31, 1927, freedom 
from evidences of the disease was found at the end 
of 1929 in 40 per cent of those of involvement of the 
tip of the tongue, 17 per cent of those of involvement 
of the lateral border of the tongue, and 11 per cent 
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of those of involvement of the base of the tongue. Of 
the total number of patients, 20 per cent were still 
alive and 18 per cent were free from evidences of the 
disease. 

In conclusion the author says that at the Memorial 
Hospital, London, radium is the agent of choice for 
the treatment of the primary growth of cancer of the 
tongue, but that the roentgen rays should be used 
unless very large amounts of radium or radon are 
available for external application. In the mouth, 
surgery is employed in addition for access, drainage, 
and treatment of diseased bone, and, in the neck, for 
the treatment of adult epidermoid carcinoma. In the 
neck, surgical exposure plus the implantation of fil- 
tered radon is indicated in a variety of conditions 
considered inoperable. The methods selected de- 
pend upon the radiosensitivity of the growth as in- 
dicated by its histological structure. The interests of 
the patient are served best by close co-operation be- 
tween the pathologist, physician, physicist, and 
clinician. A. James Larkry, M.D. 


Soerensen, J.: The Surgical Treatment of Car- 
cinoma of the Tongue (Die chirurgische Behand- 
lung der Zungencarcinome). Zischr. f. Laryngol., 
Rhinol., 1930, xix, 449. 

The author states that while carcinoma of the 
tongue does not belong to laryngology, laryngologists 
are often called upon to make the first diagnosis not 
only of carcinomata in the posterior part of the 
tongue, but also of those in the floor of the mouth. 

Soerensen divides carcinomata of the tongue into 
three groups: those of the buccal portion, those of 
the floor of the mouth, and those of the pharyngeal 
portion. Carcinomata of the movable part of the 
tongue are usually located on the border of the 
tongue opposite the first moiar or the second 
‘picuspid tooth. Early diagnosis is very seldom 
made, even when the lesion is in this easily accessible 
site. In a large material the author found only three 
cases in which the lesion was diagnosed early. He 
reports such a case. He states that in early cases it is 
immaterial whether radium or roentgen irradiation, 
diathermy, or the knife is used for the destruction of 
the carcinoma; if the glands are removed also a 
good result can always be obtained. 

Unfortunately, cases of carcinoma of the tongue 
usually do not reach the surgeon until after the body 
of the tongue has been extensively infiltrated. The 
author formulates the rule that in excising the 
tumor the surgeon should keep 2 cm. distant from 
its edge. This necessitates transverse amputation of 
the tongue. The injury to function from the opera- 
tion is not so great as to prevent the patient from 
resuming his occupation afterward. It is essential, 
however, that the stump be mobile. 

Only small tumors can be removed by a simple 
operation in the mouth. In cases of large tumors, 
which extend farther, special operative measures are 
required for access to the entire region involved. 
The author does not recommend slitting of the 
cheek according to the Jaeger-Risoli method or 
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division of the jaw according to the method of 
Langenbeck or Kocher. By a procedure of his own 
he mobilizes the tongue so that it can be drawn 
far enough out of the mouth. He applies a noose to 
the tip of the tongue, divides the frenulum, ligates 
the lingual veins, slits the mucous membrane of the 
floor of the mouth along the undersurface of the 
tongue as far as the palatoglossal arch on both sides, 
and cuts the attachment of the palatine arch to the 
border of the tongue. The tongue is then sufficiently 
mobile to permit its posterior transverse division at 
a distance from the foramen cecum. By means of 
this small auxiliary operation, practically all tumors 
of the body of the tongue can be extirpated. 

The author next discusses the groups of glands 
which must be removed. These are the submental 
glands, the glands lying in front of and behind the 
submaxillary glands, and the deep cervical glands 
external to the common jugular vein at the level of 
the bifurcation of the carotid. Their extirpation is 
undertaken first, with bilateral ligation of the 
lingual arteries. For the extirpation of the glands, a 
large incision is made from the mastoid process to 
the great cornua of the hyoid bone and thence to 
the midline and the chin. Starting from its deepest 
point, a longitudinal incision is carried downward to 
the sternal attachment of the sternocleidomastoid 
muscle. Beginning at the lower margin of the in- 
cision, all of the lymph glands, together with the 
salivary glands, are removed, so far as possible in 
one mass. 

Soerensen extirpates the glands and the carcinoma 
in one stage. The transverse amputation of the 
tongue he performs in steps. Starting at the side, 
he divides a portion and then at once unites the 
tongue surface to the mucosa of the mouth. He 
states that the operation is not dangerous; he has 
had no deaths from it for many years. Satisfactory 
speech after the operation requires primary healing. 
When healing occurs by primary intention there are 
no heavy scars and the mobile stump can take over 
the function of the tongue very well. 

Carcinomata of the pharyngeal portion of the 
tongue are difficult to attack surgically and aspira- 
tion pneumonia was formerly the almost unavoid- 
able consequence of their removal. With the object 
of preventing this sequela, the author slits the 
trachea beneath the ligated isthmus of the thyroid 
and introduces a rubber tube upward and a cannula 
downward for respiration. This drainage of the larynx 
affords almost certain protection against aspiration 
pneumonia. 

In carcinoma of the base of the tongue the author 
makes a skin incision over the hyoid bone and 
divides the anterior hyoidolaryngeal muscles. 
Further procedure then depends upon whether or 
not the epiglottis is to be preserved. If the epiglottis 
is not to be preserved, the hyothyroid ligament and 
the pedicle of the epiglottis are divided, but if pres- 
ervation of the epiglottis is possible the approach is 
made through the hyo-epiglottic membrane. After 
extirpation of the tumor, all divided structures are 
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united again with the greatest care and the wound is 
closed around two drains. Of seven cases in which 
the author operated in this way, healing occurred in 
all. It is essential for the success of the operation 
that the hypoglossal nerves be protected from injury 
as otherwise the stump will remain motionless. If 
these nerves must be sacrificed, it is better to excise 
the entire tongue. The author performs the extirpa 

tion in the manner already described after trachea! 
drainage and subhyoid pharyngotomy. By these 
procedures it is possible also to remove the larynx 
at the same time as the tongue. 

Carcinomata of the floor of the mouth are very 
malignant; therefore their excision must be extend- 
ed far into healthy tissue. The author avoids divi 
sion of the jaw because he has never known it to be 
followed by bony union. He operates by Billroth’s 
method, separating all of the muscles from the 
lower jaw and then opening the mucous membrane 
of the floor of the mouth. For this operation also, 
tracheotomy is necessary. The transmandibular 
operation is performed by Soerensen only when the 
tumor has involved the jaw. VOGELER (Z). 


PHARYNX 


Barclay, A. E.: The Normal Mechanism of Swallow- 
ing. Brit. J. Radiol., 1930, iii, 534. 


From X-ray studies of the normal mechanism oi 
swallowing the author concludes that the bolus is 
carried from the back of the tongue to the clavicular 
level largely by negative pressure in the pharynx 
which exerts a suction action. The combined action 
of raising the larynx and backward movement of the 
tongue obliterates the pharyngeal space for a frac- 
tion of a second. With the mouth, nose, and larynx 
closed, the re-opening of the pharynx produces the 
negative pressure. Except in the case of fluids 
gravity plays a minor part in the normal act oi 
swallowing. The epiglottis does not fall back over 
the mouth of the larynx, as is commonly believed, 
but remains in the erect position behind the tongue. 
The larynx is closed by the laryngopharyngeal wall 
which is drawn up to make contact with the epi 
glottis. 

The sequence of events is as follows: 

1. The mouth and nose are closed. 

2. The larynx is raised and closed and its upper 
part is obliterated by the back of the tongue. 

3. The pharynx becomes momentarily obliterated 
by the rise of the larynx and the retraction of the 
tongue. 

4. A negative pressure is created in the pharynx 
by dropping of the larynx, which still remains in 
close relation to the epiglottis, and forward move 
ment of the tongue. 

5. Food is tipped back over the tongue and is 
immediately sucked into the laryngeal pharynx. 

6. The laryngeal pharynx drops, opening th: 
larynx. 

7. The food is sucked some distance down the 
oesophagus. 




















The whole act of swallowing from the tongue to 
about the level of the clavicle in the cesophagus 
takes place during a small fraction of a second. 

SAMUEL PERLOow, M.D. 


NECK 


Sattler, H.: The Pathological Anatomy and His- 
tology of the Thyroid Gland in Basedow’s Dis- 
ease (Pathologische Anatomie und Histologie der 
Schilddruese bei der Basedowschen Krankheit). 
Arch. f. path. Anat., 1930, cclxxviii, 178. 

Sattler says that in Basedow’s disease a macro- 
scopic enlargement of the thyroid gland is always 
demonstrable. In many cases the enlargement is not 
uniform. Nodules and cyst formation do not occur 
in primary Basedow’s disease, but may be present in 
secondary Basedow’s disease. In contrast to the 
findings in the living, the consistency of the excised 
gland is firm. The cut section is smooth, grayish- 
yellow or grayish-red, and dull. A thin, turbid fluid 
may be scraped from its surface. In the interlobular 
septa, dilated veins are frequently seen. Histo- 
logically, the thyroid follicles are strikingly irregular 
in form and size. Often they are greatly elongated 
and branched. The follicular epithelium varies from 
the cuboidal to the cylindrical type and is in active 
proliferation. ‘The colloid is thinned or absent. The 
vascularity which is so characteristic of the clinical 
picture of the Basedow goiter is little evident in the 
microscopic preparation, but the thin-walled veins in 
the interlobular connective tissue and in the capsule 
are frequently greatly dilated and filled with blood. 
The great friability of the vessel walls is manifested 
by numerous extravasations in the interstitial con- 
nective tissue. Dilated lymphatics are also some- 
times seen in the connective tissue septa. 

Another group of Basedow goiters present an en- 
tirely different picture from that described. In these, 
small and moderately large round or oval follicles 
dominate the field. The epithelial lining in the small 
follicles is cuboidal or low cylindrical and usually 
single-layered. In addition, there is a tendency 
toward marked desquamation of the epithelial cells. 
The cellular desquamation is not pathognomonic of 
Basedow’s disease, however, as it occurs also as a 
result of infectious and toxic influences. 

There are also Basedow goiters in which large, 
small, and very minute follicles mixed together or 
united in groups are seen in every lobe. 

A finding in Basedow goiters which varies greatly 
in its frequency is lymphoid cell accumulations in the 
interstitial connective tissue. However, lymphocyte 
accumulations or lymph nodes are found also in 
ordinary goiters and sometimes in normal thyroids. 
The author believes they have no relationship to 
status thymicolymphaticus. He regards them as the 
result of a toxic irritation, the expression of a reaction 
against such irritation. The follicular, epithelial, and 
colloid changes in the Basedow goiter indicate ab- 
normally increased activity of the thyroid gland. 
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hypertrophy of the remnant of thyroid left after 
removal of a large portion of the gland. 
GEBELE (Z). 


Mayer, E., and Fuerstenheim, A.: How Closely Are 
Certain Forms of Thyroid Acini and Colloid 
Related to the Clinical Picture of Basedow’s 
Disease? (Wie weit entsprechen den _ klinischen 
Bildern der Basedowschen Krankheit bestimmte 
Formen der Schilddruesenblaeschen und des Kol- 
loids?) Arch. f. path. Anat., 1930, celxxviii, 391. 


The authors state that variations in form (poly- 
morphism) of the thyroid acini, cylindrical epithe- 
lium, and thin colloid formerly seemed to be quite 
constant findings in Basedow’s disease. 

For several years—since about the time of the 
introduction of pre-operative treatment with iodine 

the usual finding in Basedow’s disease has been 
the macrofollicular colloid struma with only localized 
papillary outgrowths of columnar epithelium from 
the acinar walls (Sanderson's cushions). 

The amount of cylindrical epithelium bears no 
regular relationship to the severity of the clinical 
manifestations. In very severe cases of Basedow’s 
disease acini lined with smooth cuboidal epithelium 
are occasionally found, and in “‘atoxic cases’? marked 
cushions may occur. Moreover, in cases showing 
decided clinical improvement papillary outgrowths 
of purely columnar epithelium have been discovered. 

A closer relationship exists between the clinical 
picture and the staining quality of the colloid. 

A good evaluation of the quantity of colloid can 
be obtained by the comparative use of the Mallory 
and Kraus stains, but the nature of the colloid 
cannot be ascertained in this way. 

It is probable that the thyroid picture is influenced 
by the administration of iodine, and that the colloid 
is affected more than the epithelium. However, the 
often claimed conversion by iodine treatment of 
colloid-free thyroids with papillary outgrowths of 
purely columnar epithelium into macrofollicular 
colloid goiters with cuboidal epithelium has not 
been proved by statistics or by biopsy. 

Progress in thyroid research requires thorough 
evaluation of the histological and clinical findings, 
a study of the ‘transitional forms” by observations 
on the living, and the working out of the simplest 
details. O. MEYER (Z). 


Curtis, G. M.: The Blood Supply of Human Para- 
thyroids. Surg., Gynec. & Obst., 1930, li, 805. 


The blood supply of the human parathyroids, 
particularly the collateral blood supply, was studied 
in a series of twenty-five cadavers immediately 
preceding autopsy. An especially devised injection 
apparatus was employed. A carmine-gelatin mass 
was injected into the lower thoracic aorta below the 
origin of the bronchial! and cesophageal arteries, at a 
pressure of 150 mm. Hg. By preliminary ligation 
of certain arteries leading away from the neck, 
the injection was localized largely to the thyroid 


area. 
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Abundant anastomoses were demonstrated be- 
tween the thyroid arteries, especially the inferior, 
and the arteries of the larynx, pharynx, trachea, 
and oesophagus and their surrounding fascia. It 
was found also that the thyroid arteries anastomose 
with one another and across the median line, par- 
ticularly in the region of the isthmus. The para- 
thyroids receive their single artery as a rule from 
the inferior arteries. 

After preliminary ligation of both inferior thyroid 
arteries, the presence of carmine gelatin which had 
been injected was demonstrated in the parathyroids 
by means of frozen sections. After ligation of both 
inferior thyroid arteries together with the anterior 
branches of both superior thyroid arteries the in- 
jection mass was demonstrated in the parathyroids 
by the same method. In three bodies all four 
arterial trunks were ligated preliminary to the in- 
jections and the mixture was subsequently dem- 
onstrated in the vascular spaces of the parathyroids. 
The posterior fascial connections between the 
thyroid and the trachea and cesophagus, particu- 
larly in the region of the isthmus and the medial 
borders of both lobes, are important in maintaining 
this collateral supply. 

In the Surgical Clinic in Berne ligation of both 
inferior thyroid arteries is frequently done as a 
hemostatic measure preliminary to thyroidectomy. 
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In many instances the anterior branches of the 
superior arteries are ligated at the same time. In 
less than 1 per cent of the cases all four arterial 
trunks are ligated. Since tetany does not follow 
these procedures, it is apparent that the collateral 
blood supply to the parathyroids is ample. The 
demonstration of an injection mixture in the para- 
thyroid glands following the preliminary ligation 
of both inferior thyroid arteries and even of all 
four thyroid arteries substantiates this conclusion 
and places it on a firm experimental basis. 
Jacos M. Mora, M.D. 


Jacques, L.: The Treatment of Postoperative 
Tetany, with Special Reference to the Admin- 
istration of Irradiated Ergosterol. Surg., Gynec. 
& Obst., 1930, li, 823. 

Jacques discusses current methods employed in 
the prevention and treatment of postoperative 
tetany and reports his results from the use of 
irradiated ergosterol in six cases of the condition. 
In three cases there was improvement in which the 
ergosterol may have been a factor, but in the two 
most severe cases no improvement resulted from the 
ergosterol treatment. The author concludes that his 
observations do not support the theory that the 
action of Vitamin D occurs through the agency of 
the parathyroid bodies. Jacos M. Mora. M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Davis, L.: Surgical Indications in the Treatment of 
Skull Fractures. Internat. J. Med. & Surg., 1930, 
xliii, 621. 

The author believes that in cases of skull injury 
with a comminuted, depressed fracture, middle 
meningeal hemorrhage, or chronic subdural hema- 
toma surgical intervention is indicated definitely, 
but in all other cases the treatment should consist 
of conservative measures to reduce the increased 
intracranial pressure. Chief among the latter is the 
intravenous administration of a 50 per cent solution 
of glucose—too c.cm. to adults and from 25 to 50 
c.cm. to children. This may be repeated every 
twelve hours, with or without insulin as indicated. 
At the same time, adults may be given from 150 
to 180 c.cm. of a saturated solution of magnesium 
sulphate every four hours by very slow Murphy 
drip or by stomach tube if the solution is not re- 
tained by rectum. ‘The adininistration of hyper- 
tonic solutions should be continued until the patient 
regains and maintains consciousness. 

Spinal punctures should be done in cases of skull 
injuries in which there are large amounts of blood 
in the subarachnoid space, but not for the reduc- 
tion of increased intracranial pressure. The presence 
of blood in the subarachnoid space is manifested by 
rigidity of the neck and extreme restlessness. In 
cases with bloody spinal fluid, spinal puncture should 
be done daily until the spinal fluid becomes clear. 
Frequent spinal punctures are indicated also in the 
treatment of the meningitis which sometimes fol- 
lows basilar fractures. 

The removal of fluid by spinal puncture is not 
without danger as it may allow the cerebellar 
tonsils to be drawn downward into the foramen 
magnum, with the production of medullary com- 
pression, and it may produce minute hemorrhages 
in the brain stem which may prove fatal. Spinal 
puncture does not cause such a prolonged decrease 
in pressure as may be obtained from the use of 
hypertonic solutions. 

Localizing signs resulting from middle meningeal 
hemorrhage are discussed briefly. The author be- 
lieves that dilatation of the pupil points rather 
directly to the side of the lesion and is a suflicient 
indication for surgical interference. 

In cases of chronic subdural hematoma, the 
trauma may be slight and the symptoms may not 
develop until very late. Years after the injury, 
surgical interference may become necessary to re- 
move an old clot. 

For the removal of comminuted fragments, the 
author uses the tripod incision with the wound in 
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NERVOUS SYSTEM 


the center. He believes that subtemporal decom- 
pression is contra-indicated in cases of coma from 
skull injury as it causes additional oedema and 
injury. Ropert ZoLLiNceR, M.D. 


Fay, T.: The Management of Tumors of the Pos- 
terior Fossa by the Transtentorial Approach. 
Surg. Clin. North Am., 1930, X, 1427. 

Tumors of the posterior fossa obstruct the path- 
way for fluid either directly or indirectly. The 
aqueduct of Sylvius and the outlets of the fourth 
ventricle are sometimes obliterated by compression, 
or a lesion situated in the cerebellopontine angle 
may close the cisterna pontis on one side and dis- 
place the pons against the edge of the incisura of the 
tentorium thus obstructing the opposite pathway. 

In order to reach the middle fossa on its way to 
the vertex, the fluid from the posterior fossa must 
pass through the narrow cisterna pontis. The 
tentorium divides the middle fossa from the pos- 
terior fossa in such a way that there is only a small 
space anteriorly and on the lateral aspects of the 
pons to permit subarachnoid fluid to reach the 
cisterna chiasmatis above. Normally, no fluid 
passes over the posterior surfaces of the cerebellum. 
Hence comparatively small tumors in the cerebello- 
pontine angle may produce a serious block of the 
fluid pathways and may be associated with a rapid 
rise in the intracranial pressure. 

The removal of a tumor of the cerebellopontine 
angle or of the cerebellum through the old midline 
suboccipital approach is not always followed by 
relief of pressure as it may fail to re-establish the 
fluid pathways to the middle fossa and vertex. The 
failure is due primarily to the fact that the incisura 
produces a strangulation effect in the region of the 
pons and the fluid pathways, once obliterated, may 
become re-adjusted only with difficulty. 

The new procedure described by the author is a 
combination of the former posterior fossa approach 
for cerebellar and cerebellopontine angle tumors and 
the tentorial approach of Nafiziger. Its purpose is 
to open the tentorium from the incisura to the lateral 
sinus freely and thus relieve the strangulation about 
the pons and permit decompression of the cerebel- 
lum. 

A tumor of the cerebellopontine angle can be 
dealt with by this method most satisfactorily, be- 
cause of the larger exposure obtained from above 
and below, the possibility of elevating and rotating 
the cerebellar hemisphere after the tentorium has 
been incised, and the facility with which the lateral 
sinus may be ligated to permit complete exposure 
of the entire cerebellar hemisphere when necessary. 
It is possible by this method to advance as far as 
the posterior clinoid process and to explore the 
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middle and posterior fossz on the side of the opera- 
tion as well as the pineal region and the vermis 
of the cerebellum. The reactions following the pro- 
cedure with or without ligation of the lateral sinus 
have been less severe than those following the mid- 
line suboccipital approach, and the results in cases 
in which the suboccipital approach has failed, have 
been highly satisfactory. 
The operative technique is described in detail, 
and five cases in which it was used are reported. 
Davip J. Impastato, M.D. 
Alajouanine, T., Petit-Dutaillis, D., Bertrand, I., 
and Schmite, P.: A Comparative Study of 
Four Tumors of a Different Histological Nature 
in the Rolandic Region and the End-Results 
of Their Surgical Removal (Etude comparative 
de 4 cas de tumeurs de la région rolandique, de 
nature histologique différente, au point de vue des 
résultats éloignés de leur ablation chirurgical). Bul. 
et mém. Soc. méd. d. hop. de Par., 1939, xlvi, 1672. 


The first case reported was that of a man thirty- 
one years of age whose illness began with progressive 
torpor, intense headache, and convulsive seizures 
sometimes localized and of the jacksonian type and 
sometimes generalized. A decompression trephina- 
tion followed by deep radiotherapy gave temporary 
relief, but the symptoms recurred and hemiplegia 
developed on the right side. Examination of the eyes 
then disclosed bilateral papilloedema. At a second 
operation, a tumor the size of an orange, which was 
rather vascular and adherent to the dura mater was 
removed with the electrocautery from the region of 
the paracentral gyrus and the osteoplastic flap closed 
without drainage. Histological examination showed 
the neoplasm to be a meningioma with a structure 
resembling more closely that of a young fibroma than 
that of a fibro-endothelioma. There were no areas of 
hyaline degeneration with secondary calcification. 
Thirteen months after the operation the patient was 
free from headaches and visual disturbance, his gen- 
eral health was good, and he had no speech defects, 
but the hemiplegia on the right side persisted and at 
times there were slight jacksonian seizures. 

The second case was that of a thirty-four-year-old 
man whose illness began with convulsive seizures 
and weakness of the left leg and arm. Five years 
later he had jacksonian convulsions. He entered the 
hospital with hemiplegia and papilloedema on the 
left side. At operation, a portion of a tumor was re- 
moved from the rolandic area with the thermocautery. 
The specimen measured 8 by 3 cm., and on histological 
examination was found to be a glioma ranging from 
the astrocytoma to the spongioblastoma type. Eight 
months after the operation there was slight improve- 
ment in the hemiplegia, the convulsions were less 
frequent, and the eyes were normal. 

The third case was that of a man thirty-six vears 
old who sought treatment on account of difficulty in 
walking and epileptic attacks. The illness began 
rather suddenly with a severe attack of jacksonian 
convulsions and loss of consciousness. Since then, 
the patient had had repeated attacks often preceded 





by an aura which usually consisted of a tingling 
sensation in the great toe. He entered the hospital 
with a left hemiplegia. There were no ocular dis- 
turbances. The Wassermann reaction was negative. 


- At operation, a yellowish tumor measuring 3 by 4 


cm. was found in the rolandic area on the right side 
over the paracentral gyrus. The neoplasm was re- 
moved under local anesthesia with the electrocau- 
tery. At times during the operation the patient was 
nauseated and experienced difficulty in speaking. 
Histological examination showed the tumor to be « 
cerebral glioma. Postoperative radiotherapy was 
given over both parietal regions. A year and four 
months after the operation the patient was carrying 
on his work as an agriculturalist, but nine months 
later he died after sudden recurrence of his symp 
toms and autopsy disclosed recurrence of the tumor. 

The fourth case was that of a man twenty-eight 
years old who was seized with a sudden sensation 
like a blow on the head followed by numbness in the 
left side of the head and the left arm. Three week: 
later he had a similar attack which was limited 
chiefly to the left facial region and was associate« 
with inclination of the head toward the left shoulder 
Later, difficulty in walking, particularly with the left 
leg, developed. There was no evidence of syphilis and 
no ocular defect. At operation under local anesthesia, 
an osteoplastic flap was elevated over the right fron 
toparietal region and a soft, pseudocystic tumor 
measuring 6 by 4. cm. was found adherent to the dura 
mater over the rolandic region. Histological exami 
nation showed the lesion to be a peripheral type of 
fibroglioma with polycystic degeneration. Twenty 
one hours after the operation the patient became 
comatose. A diagnosis of hematoma was then made 
At re-operation, a hemorrhage from a small vein o/ 
the dura mater was found. This vein was ligated and 
a gauze drain inserted. Five months after the op 
eration the patient was free from sensory disturb 
ances, headache, and facial paresthesia, and the 
facial hemiparesis was diminished. There was defi 
nite improvement in the walk and in the left arm. 
In spite of hypotonicity, voluntary movement was 
normal. 

These four cases were clinically similar in the fact 
that the disturbances began with jacksonian epilepsy 
which led to monoplegia or progressive hemiplegia. 
In the last two cases there were no changes in the 
cerebrospinal fluid nor in the eye-grounds. The field 
involved by the jacksonian convulsions was graduall\ 
extended. The author emphasizes that it is impor 
tant to operate before the development of complete 
hemiplegia and before the intracranial pressure is 
increased. Jacos E. Kien, M.D. 


Pieri, G. O.: Surgery of the Sympathetic Nervous 
System. Treatment of Neuralgia of the Tri- 
facial Nerve (Contributi clinici alla chirurgia de! 
sistema nervoso vegetativo. La cura della nevralgia 
del trigemino). Arch. ital. di chir., 1939, xxvii, 357. 


Resection of the superior ganglion of the cervical 
sympathetic for the treatment of severe neuralgia o/ 
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the trifacial nerve was done for a while and then 
given up in favor of operation on the gasserian gan- 
glion. In order to test the value of the former pro- 
cedure, the author tried it in three cases which he 
followed up for from four to five years. The results 
were variable. In the first case there was slight im- 
provement for several weeks. In the second, the op- 
eration appeared to be followed by a true cure, but 
after two years the pain recurred. In the third case, 
that of a patient seventy-seven years of age, the op- 
eration brought about remarkable improvement 
which has been maintained for five vears. The at- 
tacks now occur only at long intervals and are very 
mild. As very little is known regarding the nature of 
neuralgia, it is impossible to give a satisfactory in- 
terpretation of these variable results. 

The author concludes that operation on the svm- 
pathetic is indicated in the cases of very old patients 
in whom operation on the gasserian ganglion is not 
without danger, and in cases of atypical neuralgia, 
in which operation on the gasserian ganglion is often 
ineffective. Auprey G. Morcan, M.D. 


SPINAL CORD AND ITS COVERINGS 


Brugeas: Two Cases of Lumbosacral Spina Bifida 
(Deux observations de spina bifida lombo-sacré). 
Bull. et mém. Soc. nat. de chir., 1930, lvi, 1214. 

The first case reported was that of a man thirty- 
four years of age who entered the hospital because of 
lymphangitis of the scrotum and urinary disturb- 
ances. Since his early youth the patient had had 
disturbances of urination and defecation. He passed 
small amounts of urine frequently, often involun- 
tarily, and suffered from constipation alternating 
with diarrhoea. For two months he had had a sup- 
puration of the scrotum associated with fever. 

The scrotum was enlarged and infiltrated. On its 
postero-inferior surface an abscess had opened. 
There was slight hypospadias. The legs were normal 
in appearance, but somewhat emaciated. Walking 
was very difficult. The knee jerks were markedly 
exaggerated, but there was no epileptoid trepida- 
tion, no Babinski sign, and no clonus of the foot. 
Sensibility was normal so far as perception was con- 
cerned, but the patient states that he had painful 
sensations in the legs, especially at night. 

I:xamination of the spine disclosed, in the lumbar 
region, a firm tumor the size of a large orange which 
the patient said was congenital. This tumor was 
slightly ulcerated in the center and was surrounded 
by a collar of hair. Pressure upon it caused dull pain 
in the legs. Beneath the tumor an opening in the 
vertebral lamine could be felt. The roentgenogram 
showed spina bifida of the fourth and fifth lumbar 
vertebrae. 

At operation, the tumor was found to have a 
pedicle 2 cm. long and 1 cm. thick. On each side of 
it the dura mater was thickened. The neoplasm was 
removed without opening the meninges. 

On section, it had a fibromatous appearance. It 
was white and elastic, and presented small necrotic 
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foci. Histological examination disclosed no evi- 
dences of malignancy. 

The operation was followed by a complete change 
in the nervous phenomena. At the end of a week the 
reflexes were much less active, and when the patient 
left the hospital they were nearly normal. The fre- 
quency of urination was reduced. The constipation 
with involuntary loss of faces persisted for several 
days, but at the end of that time the bowels moved 
once daily. When the patient left the hospital the 
dull pain in the legs persisted, but was greatly de- 
creased and he was able to walk more easily and with 
more assurance. When he was seen again a year 
later he was able to work normally and to walk long 
distances without much difficulty. The pain in the 
legs had ceased and his general condition was greatly 
improved. 

The second case was that of a man twenty-one 
years of age who entered the hospital on account of 
nocturnal pain in the legs and a tumor of the lumbo- 
sacral region of the spine. The tumor had been pres- 
ent since his infancy, but had become larger during 
the last six months. When the patient was examined 
by Brugeas the tumor was the size of a large orange. 
The skin over it was normal. There was no hair and 
no angioma. The tumor seemed to be adherent to 
the deeper tissues. Lobulation could not be felt. 
Deep palpation disclosed irregularities in the osseous 
surface. There was no pain. The legs presented no 
deformities or motor troubles. The reflexes were 
normal. There was no trophic disturbance. The pa- 
tient stated that he had had incontinence of urine 
since the age of twelve years. The roentgenogram 
showed spina bifida of the first sacral vertebra. 

At operation, Brugeas extirpated a large cyst con- 
taining about 100 c.cm. of sebaceous matter which 
penetrated between the sacrolumbar muscles. There 
was no pedicle. When the muscles were separated 
after removal of the tumor, dehiscence of the first 
sacral vertebra was seen. The dural sac appeared 
normal and was free from adhesions. 

After the operation the nocturnal pain persisted 
for two or three days, but by the twelfth day, when 
the patient left the hospital, it had completely 
ceased. 

LevEvuF, who read the report of Brugeas before 
the Society, stated that, in his opinion, spina bifida 
occulta was present in the first case reported by 
Brugeas, but that the so-called tumor was a chronic 
inflammation originating in the ulceration of the 
teguments. He believes that Brugeas’ second case 
was a case of dermoid cyst of the sacral region de- 
veloping in a subject in whom the posterior arch of 
the first sacral vertebra was incompletely ossified. 


Leveuf, J.: Two Cases of ‘Spina Bifida’? with a 
Solid Tumor (Deux observations de “spina bitida”’ 
avec tumeur solide). Bull. cf mém. Soc. nat. de chir., 
1930, lvi, 1218. 


In the two cases of spina bifida reported by the 
author there was found, under the normal skin, a 
lipoma which obscured a cleft in the lumbosacral 
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or sacral vertebra. In the bottom of the cleft there 
was a meningeal sac or meningocele to which the 
superficial tumor was partly adherent. When the 
meninges were opened, a medullary cord was dis- 
covered which traversed the cavity and was in- 
serted at the bottom of a meningeal sac at a point 
corresponding to the zone of superficial adherence 
to the tumor. A solid tumor surmounting a spina 
bifida sac is usually a lipoma. Myofibrolipomata 
are more common than pure lipomata. In the 
author’s two cases the principal tumor was a true 
lipoma. Leveuf does not consider spina bifida with 
tumor a distinct entity. 

The primary characteristic of true spina bifida 
occulta, in which there is a medullary malformation, 
is abnormal fixation of the cord. It has been es- 
tablished that this type of spina bifida always 
presents a tumor of variable size at the point where 
the ectopic cord ends. Consequently, if operation 
is limited to extirpation of the tumor without open- 
ing of the dura mater, it will have no effect on the 
abnormal fixation of the cord. This malformation 
influences the appearance of the secondary symp- 
toms of spina bifida. 

The symptoms of spina bifida with or without 
a visible tumor may be classified as primary and 
secondary. The primary symptoms are present 
from birth and caused by the medullary malforma- 
tion, the myelodysplasia. In cases with such symp- 
toms and terminal insertion of the cord, the cord 
which traverses the sac represents that portion of 
the spinal cord which, under normal conditions, 
would atrophy to form the conus and the filum 
terminale. The primary nervous disturbances are 
due, not to the abnormal fixation of this part, but 
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to retrograde lesions of the cord itself, some of 
which extend a great distance from the spina 
bifida. Leveuf has observed various medullary 
lesions—hemi-atrophy of the cord, hydromyelia, and 
syringomyelia. 

The secondary symptoms of spina bifida appear 
at about the age of puberty. As the tumor must be 
large and intrameningeal to compress the spinal 
cord, compression by the tumor is seldom the cause 
of secondary symptoms. More important causes 
are elongation of the medullary cord of the spina 
bifida during the subject’s growth and the evolu- 
tion of the medullary lesions themselves. Intra- 
medullary fluid collections (hydromyelia, syringo- 
myelia) increase with time and compress or destroy 
the medullary tissue by which they are surrounded. 

The primary lesions are incurable, but the 
secondary lesions can be prevented if operation is 
done early. 

The operation includes the following steps: (: 
dissection of the lipoma as far as its insertion on the 
meningeal sac of the spina bifida, (2) opening of 
the dura mater in front of the zone of adhesion, 
liberation of the cord, and, if the cord is distended 
by a fluid collection, evacuation of the fluid, (3 
closure of the meninges, and (4) closure of the spina! 
fissure by means of two pedunculated aponeuroti: 
flaps cut in the neighboring region. 

In twelve operations which the author performed 
for spina bifida covered with epidermis (including 
the two reported in this article) there was only one 
death and that death was due to the anesthetic 
The position of ventral decubitus in which Leveuf 
keeps his patients after the operation is an important 
factor in cure. Pace. 























CHEST WALL AND BREAST 


Neal, M. P., and Simpson, B. T.: Diseases of the 
Male Breast. J. Missouri State M. Ass., 1930, 
xxvii, 565. 

Of 5,000 breasts submitted for pathological exami- 
nation to the New York State Institute for the Study 
of Malignant Disease, Buffalo, N. Y., and 314 ex- 
amined in the Department of Pathology of the Uni- 
versity of Missouri Medical School, Columbia, Mis- 
souri, only 152 (2.86 per cent) were from males. Of 
the latter, 54 (35.52 per cent) showed a non-neo- 
plastic disease (4, acute mastitis; 47, chronic mastitis; 
and 3, cysts). Sixty (39.47 per cent) presented a be- 
nign tumor (6, a lipoma; 6, a fibroma; 45, an adenoma 
and fibroma; 1, a lymphangioma; 1, a papilloma of 
the skin; and 1, an adenoma sebaceum). Thirty-five 
(23.02 per cent) presented a malignant tumor (7, a 
sarcoma; 3, a carcinoma of the skin; and 25, a car- 
cinoma originating in the ducts or acini). Eighty per 
cent of the malignant tumors were carcinomata and 
20 per cent were sarcomata. 

There were no cases of tuberculous mastitis, keloid, 
Paget’s disease, fibro-adenoma cysticum, or endo- 
thelioma. In the total 5,314 breasts examined the 
ration of benign lesions in male and female breasts 
was 1:23.44, and the ratio of malignant tumors, 
1:68.25. Fart O. Later, M.D. 


Rousset, J.: The Anatomical Structure of the 
Human Nipple and Its Pathological Conse- 
quences (La constitution anatomique du mamelon 
humain; ses conséquences pathologiques). Gynéc. 
et obst., 1930, XXii, 205. 

In connection with a study of Paget’s disease the 
author made an extensive investigation of the 
normal breast in both autopsy and operative ma- 
terial. Longitudinal and transverse serial sections 
of the breasts of women of all ages were examined. 
It immediately became apparent that the standard 
descriptions of the normal nipple are not entirely 
exact, and that the individual variations in struc- 
ture are very great. 

The nipple is ordinarily described as an evagina- 
tion of the areola, the lactiferous ducts occupying 
the axis of the structure. While this is true to a 
certain extent, the ducts sometimes diverge to open 
at the periphery of the nipple or converge toward a 
point at the periphery. 

When the ducts remain in the axis of the nipple 
they may open on the surface separately. More 
often, they become lined with stratified squamous 
epithelium at various levels and, opening into one 
another, terminate in a central infundibulum of 
varying size. In still a third type they diverge to 
the periphery of the nipple, opening onto the skin 
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at an angle and leaving the central portion occupied 
by connective tissue, muscle, vessels, and nerves. 
These different arrangements determine the situa- 
tion of the sebaceous glands which are adnexa of 
the ducts. 

Over the base of the nipple the epidermis is very 
thin like that of the areola, but over the extremity 
it is thick, the interpapillary pegs being highly de- 
veloped and often bifurcated. In elderly women the 
cells of the malpighian layer often have retracted 
nuclei even at a depth where no keratinization has 
occurred. This change is believed to represent a 
dyskeratosis. In women of from thirty-five to forty 
years of age who have lactated, the cells are nu- 
merous, whereas in young women they are few. 

Sebaceous glands are numerous. Their arrange- 
ment has received little attention. They are most 
abundant at the tip of the nipple. When opening 
on the skin surface, the excretory canals are formed 
by an invagination of the squamous epithelium of 
the epidermis. In these canals the cells showing 
dyskeratosis are numerous. Other sebaceous glands 
discharge into the lactiferous tubules. These are 
described as adnexa of the lactiferous ducts. 

After becoming lined by squamous epithelium the 
ducts often anastomose. It is in this portion that 
the sebaceous glands discharge. The ducts of the 
sebaceous glands appear to be formed from diver- 
ticula of the squamous lining of the lactiferous ducts. 

After the menopause the only appreciable changes 
are seen in the connective tissues which undergo 
atrophy and retraction. Cells showing dyskeratosis 
are especially abundant. 

The structure of the male nipple is the same as 
that of the female nipple except that the ducts are 
smaller, the sebaceous glands are less numerous, 
and dyskeratosis is rarely present. 

Dyskeratosis is normally found in the nipples of 
all women after a certain age. The cells are espe- 
cially numerous in the squamous portion of the 
duct epithelium, both the lactiferous and the seba- 
ceous. In young women they are found in the ducts 
of the sebaceous glands, and it appears to be from 
here that the change spreads to the structures of 
the nipple. 

Paget’s disease affects the nipple almost exclu- 
sively. Its most common sites elsewhere are the 
vulva or the glans. The one structure common to 
the nipple, vulva, and glans is the sebaceous gland 
without hair follicles. From these glands Paget’s 
disease is believed to have its origin. This theory is 
confirmed by a study of the epitheliomatous dys- 
keratosis of Bowen. In a case of Bowen’s disease of 
the vulva with metastasis to the inguinal lymph 
nodes which was studied by the author the cancer 
was of the type associated with Paget’s disease. 
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The large clear cells described by Darier, im- 
properly called Paget cells, are believed to bear a 
distinct relation to the cells showing dyskeratosis 
in the normal breast. The author believes that 
Paget’s disease is an early carcinoma originating in 
these cells, probably in the ducts of the sebaceous 
glands, and spreading to the lactiferous tubules and 
the skin. 

The article contains numerous illustrations. 

ALBERT F. De Groat, M.D. 


Lee, B. J.: Significant Problems for the Obstetrician 
in the Field of Mammary Cancer. Am. J. Obst. 
& Gynec., 1930, XX, 775. 

When mammary cancer is complicated by preg- 
nancy, the prognosis is unfavorable. Immediate 
therapeutic abortion should be done. If the pa- 
tient’s condition permits, radical mastectomy should 
be performed at the same time; if not, this operation 
should be done as soon after the abortion as pos- 
sible. If the patient is unwilling to submit to im- 
mediate sterilization of the ovaries by high-voltage 
roentgen irradiation, she should be warned against 
becoming pregnant again. 

A condition of special interest to the obstetrician 
is inflammatory carcinoma of the breast. This is 
often seen in young women and may appear during 
lactation. The diagnosis may be extremely difficult. 
Radical surgery vields poor results. The patient will 
survive longer with less discomfort if she is treated 
entirely by irradiation. 

The author states that a malignant neoplastic 
lesion of the female genital organs is found in every 
200 cases of mammary cancer. 

In the discussion of this report, AUCHINCLOss said 
that the prognosis of carcinoma of the breast is 
very difficult to determine as patients who are seem- 
ingly inoperable may remain well and patients who 
are apparently curable by operation may die in a 
short time. 

White stated that in the diagnosis of inflamma- 
tory carcinoma of the breast transillumination is of 
considerable value. He believes that diagnostic 
needle puncture is associated with considerable 
danger of spreading the cancer cells by the blood 
stream and lymph channels. He advocates radical 
surgery in the treatment of this condition as he 
considers the insertion of radium needles or seeds a 
haphazard method. 

DICKINSON presented a method of graphic repre- 
sentation he has found of value in the study of breast 
conditions. E. L. Cornevt, M.D. 


McGlannan, A.: Blue-Domed Cysts and Cancer of 
the Breast. Arch. Surg., 1930, xxi, Pt. 1, g12. 


McGlannan reports three cases of the simulta- 
neous presence of cancer and blue-domed cyst of the 
breast. These were found in a series of 100 cases of 
mammary carcinoma. In spite of the fairly distinct 
characteristics of the blue-domed cyst, no clinical 
examination can show the condition of the cyst wall. 
In certain instances there may be an area of active 
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epithelium which is potentially malignant. The 
author therefore believes it best to excise all blue- 
domed cysts and to examine the surrounding breast 
tissue as well as the wall of the cyst for areas of 
malignancy. Jacos M. Mora, M.D. 


D’Aunoy, R., and Wright, R. W.: Sarcoma of the 
Breast. Ann. Surg., 1930, xcii, 1059. 


The pure connective tissue type of malignancy of 
the breast is rare. The authors record the 11 cases 
of sarcoma of the breast which have been treate« 
at the Charity Hospital, New Orleans, during th: 
last twenty-five years and briefly review the litera 
ture on the condition. 

In 1917, Deaver collected 838 cases of sarcoma 0} 
the breast from the literature but concluded that, 
because of faulty classification of the tumors, this 
number did not indicate the true incidence of the 
neoplasm. He stated that the 15 cases which came 
to operation at the Lankenau Hospital, Philadelphia. 
in a period of sixteen years, constituted 2 per cent 
of the total number of cases of breast tumor treated 
at that hospital during the same period of time. 

In addition to the 11 cases of mammary sarcoma 
reported in this article, 1.035 cases of mammary car 
cinoma have been treated at the Charity Hospital, 
New Orleans, during the last twenty-five years, « 
total of 1,046 cases of breast malignancy. 

The cause of sarcoma of the breast, like that o/ 
other types of malignancy, has not been established. 
However, it is recognized that the presence of a 
benign tumor of the breast may be regarded as o! 
importance in the development of malignancy. 
While secondary malignant changes in the benign 
growths are usually carcinomatous, they may occur 
also in the connective tissue elements of the organ 
with the production of a sarcomatous tumor. 

In the vast majority of cases there is a history of 
a symptomless, stationary tumor of many years’ 
duration (forty years in a case reported by Sutton) 
which suddenly began to grow rapidly. Although 
trauma must be considered a factor in a few in 
stances, the authors believe with many others that 
it is usually not very important in the production oi 
sarcoma of the breast. 

The youngest patient whose case is reviewed by 
the authors was twenty-three years old and the 
oldest seventy-five. The average age of the 11 
patients was forty-four and fifteen hundredths 
years. 

As is true of all other pathological conditions of 
the breast, sarcoma is much more frequent in the 
female than in the male. Only 1 of the cases re 
viewed by the authors was that of a male. It is 
believed by many that pregnancy and lactation are 
of little importance in the origin of breast sarcoma. 
If this is correct, it seems justifiable to attribute th: 
higher incidence of breast sarcoma in the female 
to the higher incidence of benign tumors of the breas' 
in the female. 

With regard to the etiology of mammary sar 
comata, it is of great importance to consider the 














adenosarcomata for even though they are a rather 
specific form of mixed tumor they probably have 
the same origin as most pure sarcomata, at least 
those of the true spindle-cell types, eventuating as a 
result of malignant transformation of fibro-adeno- 
mata. The true adenosarcoma presents many 
variations in structure and is comparatively rare. It 
is often mistaken for a rapidly growing carcinoma 
with anaplastic spindle-shaped or round cells 
grouped about the hypertrophied ducts. 

Of the pure mammary sarcomata, the spindle- 
cell sarcomata constitute a rather well-defined 
group. In these, cyst formation is prominent and a 
combination with other tissue types has been noted. 
The diagnosis is not simple as very often atypical 
carcinomata present large areas of spindle-shaped 
cells. Tumors of this general type presenting marked 
or short spindle cells are the most malignant. 

The round-cell sarcomata constitute an_ ill- 
defined group insofar as their nature and structure 
are concerned. Many growths classed as round-cell 
sarcomata are atypical carcinomata. 

In many cases of sarcoma of the breast in which 
the axillary glands have been found enlarged they 
showed no histological evidence of malignancy. 
Glandular hyperplasia may be due to sepsis. Of 68 
cases studied by the authors, histologically proved 
metastasis to the lymph nodes was found in 4 and 
histologically proved metastasis to the lungs in 2. 

It is generally believed that sarcomata of the 
breast may remain stationary in size for months or 
even years after they are first noticed, and that 
when growth ensues it is usually very rapid, the 
tumor usually attaining gigantic proportions before 
the patient comes under the observation of the 
surgeon. Hamann states that the typical tumor is 
partly cystic and partly solid, and that the axillary 
glands are usually not involved. While early diag- 
nosis may be difficult, he believes that a large tumor 
of the breast which is partly cystic and partly solid, 
not adherent to the skin, and not associated with 
axillary adenopathy is probably sarcomatous. 

The general health is usually less impaired by 
sarcoma than by carcinoma of the breast in spite of 
the rapid growth of the former. 

In the cystic types of sarcoma there may be 
either a hemorrhagic or a serous secretion from the 
nipple, but in the solid types of sarcoma there is no 
secretion. 

The nipple is rarely retracted and the skin is 
never adherent to the tumor in sarcoma of the 
breast, but ulceration of the skin occurs early. The 
tumor seemingly hangs away from the chest wall 
and is freely movable. 

Histological examination is the only certain 
method of diagnosis as many clinically benign 
tumors contain sarcomatous areas and there are no 
pathognomonic clinical signs or symptoms distin- 
guishing sarcoma from carcinoma. 

Sarcoma of the breast is a purely surgical condi- 
tion. As the vast majority of the cases on record 
were reported almost immediately after the opera- 
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tion, it is not known whether the radical amputa- 
tion offers advantages over simple mamectomy. 
However, because of the malignant nature of the 
disease, the authors believe that radical amputation 
is the procedure of choice. Joseru K. Narart, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Van Allen, C. M., and Lindskog, G. E.: Obstructive 
Pulmonary Atelectasis: Problems of Patho- 
genesis and Clinical Management. Arch. Surg., 
1930, xxi, Pt. 2, 1195. 


In experiments on dogs, the authors found that 
complete lobular obstruction was followed, not by 
atelectasis, but by airlessness of the entire lobe. It 
was demonstrated also that the incidence and rate 
of atelectasis formation after total bronchial oc- 
clusion are variable. The explanation of the failure 
of atelectasis to develop when only a part of one 
lobe is occluded is that the partitions which divide 
one alveolus from another and one lobule from 
another in a single lobe of a lung permit air, fluids, 
and fine particulate matter (India ink) to pass. The 
mechanism of this passage is not clear, but it ap- 
pears that there are anatomical connections, pos- 
sibly pores in the alveolar walls. 

The clinical management of atelectasis consists in 
aiding the natural eliminative and expelling forces, 
such as cough, bronchial peristalsis, and ciliary ac- 
tion. Cough has an expulsive effect on an obstruc- 
tion only when there is air in the occluded part of the 
lung (lobular obstruction). The foot of the bed 
should be elevated and the patient’s position changed 
frequently. In some cases carbon dioxide and steam 
inhalation may be indicated. Bronchoscopic as- 
piration of the obstructing material may return the 
atelectatic lobe to normal function. 

J. DanteL WiLtems, M.D. 


Coryllos, P. N., and Birnbaum, G. L.: Alveolar Gas 
Exchanges and Atelectasis: The Mechanism 
of Gas Absorption in Bronchial Obstruction. 
Arch. Surg., 1930, xxi, Pt. 2, 1214. 

Coryllos and Birnbaum describe in detail an ex- 
perimental method which shows that when a bron- 
chus is completely occluded the entrapped alveolar 
air undergoes rapid qualitative and quantitative 
changes which may be determined by successive gas 
analyses. Qualitatively, the percentages and the par- 
tial pressures of the gases of the air in the alveoli tend 
to reach an equilibrium with the gases of the venous 
blood. However, this equilibrium is never quite at- 
tained. Quantitatively, the gases entrapped in the 
alveoli pass through the respiratory membrane into 
the blood circulating in the alveolar capillaries, the 
process continuing until complete atelectasis is pro- 
duced. The mechanism by which this takes place is 
identical in bronchial obstruction and compression of 
the lung from such causes as pneumothorax, pleural 
exudate, and intrathoracic tumor. 

In addition to their study of the diffusion of the 
gases of the air, the authors experimented with other 
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gases by introducing them into a lung previously 
rendered atelectatic. The gases used were: (1) active 
gases, such as oxygen and carbon dioxide; (2) neutral 
gases, such as hydrogen, nitrogen, and helium; and 
(3) anesthetic gases or vapors, such as ethylene, 
nitrous oxide, ethyl chloride, and ether. With the 
first and second, the same phenomenon occurred as 
in the case of entrapped alveolar air—a qualitative 
and quantitative establishment of gas equilibrium. 
The results with the anesthetic gases are not com- 
pletely discussed, being reserved for another article. 

The authors use a new experimental method, con- 
sisting of a glass-covered vacuum box which allows 
direct vision of the open chest and direct observa- 
tion of the pulmonary changes during the experiment. 

The nitrogen of the respiratory air plays the part 
of a mechanical buffer. It retards absorption in the 
alveoli of the more diffusible and more soluble gases. 

From their experimental studies on the obstructed 
lung, the authors conclude that the disappearance of 
alveolar air is due to absorption by the circulating 
blood, and that apneumatosis cannot result unless 
the alveolar gases are completely shut off from the 
external air. Mere narrowing of the bronchi cannot 
produce atelectasis; on the contrary, it may cause 
emphysema. 

In discussing this report, Ler stated that he was 
convinced that obstruction is not the only factor 
concerned in atelectasis; that it is, not the primary 
etiological factor, but a late determining cause. 

LILIENTHAL said that during operations he had 
seen repeatedly spots of atelectasis marked out by 
pittings several centimeters in diameter. These 
could be gradually distended by increasing the intra- 
pharyngeal pressure. He suggested that this type of 
atelectasis may be due to spasm of the lung, a con- 
dition inherent in the lung itself. 

CoryYLLos observed that “alveolar pores” are not 
necessary for the passage of gases through the alveo- 
lar walls. It can be shown that gases diffuse through 
the walls in either direction. This passage immedi- 
ately ceases when the alveolar walls are rendered 
oedematous, as by the insufflation of ether vapor. 

Lorp stated that atelectasis is not always due to 
bronchial obstruction as it may be caused by com- 
pression of the pulmonary tissue from without and 
may complicate pneumonia or pulmonary infarction 
in which, at autopsy, no bronchial obstruction can 
be found. He believes a profound local disturbance 
of pulmonary function is capable of producing it. 

CorYLLOs, in answering Lilienthal, stated that 
bronchospasm never causes complete obstruction. 

J. DANIEL WILLEMs, M.D. 


Phillips, E. W.: Hydatid Cysts of the Lung: A Re- 
view of the Recorded North American Cases. 
Arch. Surg., 1930, xxi, Pt. 2, 1324. 

Phillips reports two cases of hydatid cysts of the 
lung and briefly reviews thirty-four collected from 
the literature. Two of the thirty-six cases were those 
of persons known to have been born in the United 
States. Phillips has accepted as cases of primary 
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hydatid cysts of the lung all those with a fairly defi 
nite picture of intrapulmonary cyst, whether or not 
there was evidence of infestation in other parts of 
the body. Cases of secondary involvement of the 
lungs, usually manifested by the expectoration of the 
hydatid elements following penetration of the dia- 
phragm and adherent lung by a cyst of the liver, are 
not included. 

Next to the liver, the lung is the organ most com 
monly invaded. Various statistics give the incidence 
of involvement of the lung up to 20 per cent. 

The author describes the evolution of a hydatid 
cyst of the lung. The cyst consists of an outer lame 
lated, very elastic cuticle and an inner parenchyma 
tous or germinal layer. Cysts in the lungs increase in 
size more rapidly than cysts elsewhere in the bod 
because of the lack of resistance to expansion offere.! 
by the compressible lung tissue. As the cyst grows. 
it becomes surrounded by an adventitious layer «) 
fibrous tissue formed from the host. When the cyst 
has reached about the size of a walnut, brood ca; 
sules arise from the germinal layer, producing great 
numbers of scolices. Cysts of the lung usually do 
not contain daughter cysts. 

The fate of the enlarging pulmonary hydatid cys! 
depends on its nourishment, the effect its pressure 
causes on the surrounding tissues, and its location in 
the lung. The most frequent sequela affecting the 
progress of development of a cyst is rupture into 
bronchus. Central cysts develop near the hilus ani 
may be silent for a long time. When a cyst ruptures 
into a bronchus its contents are expectorated, and ii 
the opening is sufficiently large the germinative mem 
brane may pass and recovery may follow the retrac 
tion and cicatrization of the walls of the cavity. |! 
the opening into the bronchus is too small to permit 
passage of the endocyst, infection occurs in the rup 
tured cyst and the picture becomes that of broncho 
pulmonary suppuration. Peripheral cysts involve 
the pleura, soon causing pleural pain. Occasionally a 
cyst may rupture into the pleura or pericardium 
After infection has occurred in the cyst, rupture into 
the pleural cavity results in pyothorax or pyopneu 
mothorax. When an uncomplicated cyst ruptures 
into the pleura it produces a hydrothorax. When it 
ruptures into a bronchus simultaneously, it causes 
a hydropneumothorax. 

The symptoms of pulmonary hydatid disease var\ 
according to the condition of the cyst. They may be 
divided into two groups—those produced by uncom 
plicated cysts and those which follow rupture of « 
cyst. During the early period of the growth of the 
parasite, few if any symptoms are produced. Exce})! 
for occasional anaphylactic phenomena, the echinv 
coccus is well tolerated by the host until pressure is 
made on surrounding structures by the increasing 
size of the cyst. Pressure on bronchi excites the 
cough reflex, and cough is the commonest symptom. 
Erosion of the walls of blood vessels finally results 
in ulceration opening into the lumen of a vessel wit!) 
haemorrhage into the bronchial tree. Hamoptysis is 
an important symptom in pulmonary infestation. 





SURGERY OF 


When rupture into a bronchus occurs the bronchial 
tree is flooded by fluid having a salty taste and pieces 
of the cyst wall are expectorated. Infection usually 
follows rupture, the picture then becoming that of 
bronchopulmonary suppuration. 

In the diagnosis, roentgenographic and fluoroscopic 
study is indispensable. The rounded or oval shadows 
with distinct edges are characteristic. Other diag- 
nostic aids are the complement-fixation test and the 
Casoni intradermal skin test. The author compares 
the results of these tests in two tables. 

The treatment is surgical. The plan of surgical 
attack depends upon the condition of the cyst. The 
uncomplicated cyst is an entirely different problem 
from the cyst that has ruptured into a bronchus and 
has become infected. Ruptured cysts are dealt with 
satisfactorily by the measures commonly employed 
for pulmonary suppuration. 

The first case reported by the author was that of a 
girl nineteen years of age who was born in New York 
State and had never left that State. Cysts were found 
in both lower lobes. The cyst on the left side had 
ruptured into the bronchial tree and had become in- 
fected. Following its removal by pneumotomy, a 
secondary plastic operation was necessary to oblit- 
erate the residual fibrosed lung cavity. The cyst on 
the right side was removed by a one-stage operation. 
Recovery resulted. 

The second case was that of an Italian thirty-five 
years of age who had been in the United States 
about sixteen years. A large cyst in the right side 
of the chest was treated by removal of the contents 
and excision of the greater part of the external wall. 
No scolices or hooklets were found in the contents. 
The author believes that this was a case of large 
hydatid cyst which had terminated its growth by 
obsolescence. 

In the discussion of this report, LILIENTHAL stated 
that in his opinion it is advisable to operate in two 
stages—first, to remove the contents of the cyst, and 
later in an aseptic field, to remove as much of the 
calcified capsule as possible. He cited a case in which 
he drew out the wall of what must have been an 
enormous hydatid cyst from behind the sternum, 
taking out one piece every day or two until all had 
been extracted. The patient recovered. As this op- 
eration was performed long ago, roentgenographic 
study was impossible. 

MEYER cited a case he saw in 1882, in which the 
pleural cavity was punctured because all of the symp- 
toms pointed to empyema. A yellowish, rather tur- 
bid fluid was obtained. At operation, a great many 
large and small cysts were found floating in the fluid. 
The tumor was a hydatid cyst of the pleural cavity. 
The patient recovered. 

Jouns cited an operation he performed for hydatid 
cyst of the right lung in a Virginia medical student 
who had spent two years abroad during the World 
War. Good recovery resulted. 

CorYLLos warned against diagnostic tapping of 
the cysts. As the patient is often highly sensitized by 
hydatid fluid, even a fraction of a drop entering the 
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circulation or the subcutaneous tissues may produce 
severe anaphylactic shock. Coryllos cited the case 
of a woman twenty-five years of age who almost lost 
her life as the result of exploratory puncture. A 
second danger of puncture is the possibility of spread- 
ingscolicesand thus causing secondary echinococcosis. 
Coryllos therefore believes that Devé’s method 
should always be employed. 


Lambranzi, M.: The Radiological Aspects of Pul- 
monary Tuberculosis Associated with Surgical 
Foci (Aspetto radiologico particolare nelle forme di 
tubercolosi polmonare associate con quelle chirur- 
giche). Radiol. med., 1930, xvii, 1183. 

Lambranzi describes the roentgen picture of pul- 
monary tuberculosis which is observed in persons 
with surgical tuberculosis. 

From the clinical point of view, this form is analo- 
gous to the fibrogranular tuberculosis of Bernard and 
Seyé and the discrete granulia of Bard. The asso- 
ciated presence of surgical lesions leads in the lung 
to a typical fibrous condition which usually progresses 
slowly and, especially in the early stages, causes few 
or no characteristic symptoms. 

With regard to the roentgen picture, the author 
believes that the formation of nodules which are not 
extensive but rather involutive or sclerotic may be 
explained by the assumption that the surgical tuber- 
culosis constitutes a focus of vaccination which has 
the power to prevent the rapid and acute develop- 
ment of the infection in the lung. 


O’Brien, E. J.: The Mechanics of Collapse Therapy 
and Its Indications: Observations in 700 Cases. 
Arch. Surg., 1930, xxi, Pt. 2, 1134. 

The constant activity of the lung incident to 
respiratory movements interferes with the healing 
of tuberculous pulmonary lesions. Rest in bed 
affords some degree of rest for the lung, but collapse 
therapy is the only means by which the lung can 
be placed at complete rest. 

Artificial pneumothorax collapses the lung, re- 
laxes the elastic tissue, reduces the lung volume, and 
limits the respiratory excursion. Operations on the 
phrenic nerve produce the same effect by paralyzing 
the diaphragm, removing its muscle tone, stopping 
its movements, and sucking it up higher into the 
thorax by negative tension. Thoracoplasty removes 
the rigid bony support of the thoracic wall and im- 
pairs the function of the respiratory muscles. 

Surgical collapse therapy is indicated in all uni- 
lateral tuberculous lesions unless they are so small 
that rest in bed alone will suffice and unless the lung 
is consolidated or pneumonic or there is some other 
complication which would render such treatment 
useless. 

Collapse therapy is not curative in any form. It 
merely favors healing. 

In the discussion of this report, LILIENTHAL cited 
a case in which he induced pneumothorax after 
phrenicectomy and pushed the relaxed diaphragm 
down lower than it was originally. 
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LEWALD reported a case in which he obtained 
excessive elevation of the diaphragm following 
phrenicectomy. The immobility of the diaphragm 
allowed gas to become trapped in the gastric cardia, 
thereby causing severe gastric distress. This com- 
plication cannot occur on the right side. 

J. Dantet WiLtems, M.D. 


Sachs, W.: The Treatment of Pulmonary Tuber- 
culosis by Thoracoplasty (Die Behandlung der 
Lungentuberkulose mit Thorakoplasty). Beitr. s. 
Klin. d. Tuberk., 1930, Ixxiv, 254. 

With thoracoplasty one can count on recovery in 
one-third of the cases, improvement in one-third, and 
failure in one-third. The strictest indication for the 
operation is therefore essential. A prerequisite is 
the hopelessness of any other therapy. 

Sachs uses artificial pneumothorax instead of 
thoracoplasty as the method of choice because it 
may be employed subsequently for disease of the 
other lung or may be induced bilaterally, whereas 
thoracoplasty produces unalterable conditions which 
are associated with great danger if the other lung 
becomes involved. According to Sachs’ experience, 
the danger of empyema in artificial pneumothorax 
is not so great as some chest surgeons have stated. 
Sachs has had no empyema in 800 cases of pneumo- 
thorax with 40,000 re-injections. Artificial pneumo- 
thorax is of special advantage also because the col- 
lapse can be terminated, the procedure is associated 
with a relatively low mortality, and, according to 
Brauer, the collapsed attained in complete pneumo- 
thorax is one-third more than that attainable by 
thoraceplasty. Of 36 cases in which Sachs per- 
formed a thoracoplasty he preceded the operation by 
pneumothorax treatment in 18. In the other 18 the 
attempt at the induction of pneumothorax failed. 
Sachs is rather skeptical with regard to tamponade, 
but states that phrenico-exeresis should be tried in 
cases with moderate extension of the disease as it 
may render thoracoplasty unnecessary. 

Exact rules as to the indications for thoracoplasty 
cannot be given. The decision is largely a matter of 
experience and feeling as every case has its peculiar- 
ities. The operation is contra-indicated in the cases 
of patients over forty-five years of age and those 
with a high fever and a rapidly progressing process; 
general cachexia; moderately severe and severe 
diabetes; cardiac insufficiency with dyspnoea, cyano- 
sis, or oedema; chronic nephritis; amyloid degenera- 
tion of the kidneys; renal tuberculosis; intestinal 
tuberculosis, toxic diarrhoea; or extensive tuber- 
culous bone lesions. Determination of cardiac func- 
tion is important. Good expectoration is essential. 
Bed rest for many weeks and digitalization are 
undesirable. 

Sachs usually performs the operation under local 
anesthesia and, in doubtful cases, in 2 stages. The 
trapezius is spared as much as possible for functional 
and cosmetic reasons. The long back muscles must 
be well drawn aside. Passive and active motion of 
the arm on the side which has been operated upon 
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is begun on the third day. Exercise therapy is grad- 
ually increased according to a definite plan. 

Of 36 patients, 19 were cured, 9 were benefited, 
and 1 was not benefited. Three died within the first 
two years, and 4 died shortly after the operation. 

At the end of the article there are several case 
histories illustrated with photographs and roent- 
genograms. PLENz (Z). 


Bernou, A., Fruchaud, H., and Bernard, R.: The 
Technique of Thoracoplasty of the Apex with 
Apicolysis by the Posterior Route (Technique 
de la thoracoplastie du sommet avec apicolyse pa: 

Arch. méd.-chir. de Vappar. 


voie posterieure). 
res pir., 1930, V, 205. 

As a rule the authors do not try phrenicectomy 
for lesions of the apex of the lung as their method 
of partial thoracoplasty gives good results mor: 
often and more quickly than phrenicectomy. More 
over, there are two types of lesions which are no! 
greatly influenced by phrenicectomy: (1) old fibro 
ulcerous lesions of the apex in which retraction, 
long fixed by a thick and rigid connective tissue, 
can neither close a suppurating cavity nor dry up 
sputum full of bacilli, and (2) large cavities of the 
apex in which all healthy tissue has been destroyed 

During the evening before and on the morning 
of the operation the patient is given 30 drops o! 
somnifene, and a half hour before the operation 
an injection of morphine. All of the tissues 
teguments, muscles, and intercostal nerves—are 
anesthetized simultaneously with a 1:200 solution 
of scurocaine. The patient is placed in latera! 
decubitus with a cushion under the last ribs and 
the costo-iliac space, another cushion under the 
neck, and a third cushion under the head. The table 
may be inclined so that the head is a little higher 
than the feet. The surgeon stands behind the 
patient, one assistant opposite, and another as 
sistant at the patient’s shoulder to hold the retrac- 
tors and bring the shoulder closer at the end of the 
operation to facilitate the suturing. 

The incision begins very low, preferably at the 
spine of the scapula, parallel with its spinal edge, 
curves far outward so that it completely frames the 
point of the scapula, and passes by 4 cm. a vertical 
line drawn through this point. It is shown in an 
illustration. It cuts the latissimus dorsi, thereby 
permitting an easy, rapid, and not very painfu! 
operation. The scapula is raised, separated, an‘ 
swung around. 

In the first step, the skin, the trapezius, and the 
latissimus dorsi are incised. Then the rhomboi:! 
is sectioned. The bistoury must not cut into th: 
vertebral muscles just below. Laceration of th 
muscles must be avoided, and perfect hemostasis 
must be obtained with the use of numerous hem« 
stats. In the second step of the operation, th 
scapula is separated from the thorax. When it hes 
been freed it takes a vertical position perpendicular 
to the ribs. In the third step, the muscles of the 
vertebral groove are freed. In the fourth step, the 
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lower costal resections are done. The authors make 
two incisions, one the length of the posterior border 
and the other the length of the inferior border. Thus 
the periosteum of the external surface is resected 
with the rib, a procedure which decreases post- 
operative osseous proliferation. Five different 
rugines are used in the operation. 

The second and sometimes the third rib must be 
resected by a technique resembling that of resection 
of the first rib. The external border of the second 
rib is reached first. Liberation of the entire pleural 
surface is done before the upper border and the 
supero-external surface are freed. In resection of 
the first rib the finger must find the tuberosity and 
the external border of that rib. On the external 
edge the mass of the scaleni is cut with the bistoury 
close to the bone for a distance only of 2 cm. The 
rugine, soon replaced by the finger, then frees the 
pleura. Beginning close to the posterior extremity 
of the rib, the liberation is continued anteriorly. 
The lung detaches itself. The freeing of the pleura 
is completed to the sternum and the lung pushed 
lower, forward, and inward. In this way a true 
apicolysis is accomplished. To render the collapse 
permanent, the first rib must be extensively re- 
sected. The resection always goes considerably 
beyond the scaleni, and the rib is cut in front of the 
infraclavicular vein, hence in the region of the 
chondrocostal junction. 

The muscles are sutured in a single layer with 
catgut. A long drain with multiple openings is laid 
the whole length of the operative field below the 
muscle suture and is brought out through a small 
opening made with the bistoury below the incision. 
The end of the drain is placed in a beaker of oxy- 
cyanide at the foot of the bed. 

During the first forty-eight hours after the opera- 
tion a little morphine, camphorated oil, and adren- 
alin are given by rectum. The drain is removed on 
the second or third day. 

The end-results of this operation have been ex- 
cellent and will be published later. Pace. 


Hedblom, C. A.: Anterolateral Costectomy for In- 
adequate Collapse Following Posterior Extra- 
pleural Thoracoplasty. Arch. Surg., 1930, xxi, 
Pt. 2, 1114. 

Pulmonary collapse or compression offers hope of 
curing patients with pulmonary tuberculosis who 
are not benefited by sanatorium treatment as it 
places the diseased lung at rest. It is never so com- 
plete after posterior extrapleural thoracoplasty as 
in complete pneumothorax. Many failures of pos- 
terior extrapleural thoracoplasty to effect a cure are 
due to inadequacy of the collapse. Incomplete col- 
lapse may be due to inflammatory stiffening of the 
lung or chest wall or the regeneration of ribs. 

Anterolateral costectomy following posterior thora- 
coplasty consists of subperiosteal resection of the 
remaining rib segments. The indications for this 
operation are persistent or recurrent symptoms re- 
ferable to an incompletely collapsed Jung or to 
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unobliterated pulmonary or pleural cavities. The 
operation completely compresses or obliterates the 
cavities of the lungs and pleure or reduces them to 
minimal size. It is not difficult, and is relatively well 
tolerated. By making possible an adequate degree 
of collapse in multiple stages at relatively long inter- 
vals it extends the indications for pulmonary col- 
lapse to patients whose condition is too poor for a 
two-stage or three-stage operation. It is the logical 
“follow-through”? method for cases in which the 
compression produced by anterior thoracoplasty is 
inadequate. 

The author reports twenty-six cases in which 
anterolateral costectomy was done. There was one 
death from sepsis and one from hemorrhage. In all 
of these cases maximal pulmonary compression was 
obtained. J. DanteL WiLLems, M.D. 


McCrae, T.: Bronchial Neoplasms: Clinical Fea- 
tures. Arch. Ololaryngol., 1930, xii, 727. 


McCrae reviews sixty-one proved cases of bron- 
chial neoplasm. He states that the clinical features 
of such tumors are not characteristic. The most 
prominent symptoms are cough, pain, and hemo- 
ptysis. In the diagnosis, early bronchoscopic ex- 
amination is important. Natuan N. Croun, M.D. 


Jackson, C.: Malignant Growths of the Lung: 
Bronchoscopic Diagnosis. Arch. Ololaryngol., 
1930, Xil, 747. 

The diagnosis of primarily endobronchial new 
growths can be made early by bronchoscopic biopsy. 
In cancer of the parenchyma of the lung, in which the 
bronchus is not invaded until late, a positive diag- 
nosis by bronchoscopy cannot be made early. How- 
ever, cases of cancer of the parenchyma of the lung 
constitute only a relatively small group. 

Jackson reports six cases in which an endobron- 
chialsarcoma was discovered by bronchoscopic biopsy. 

Diagnostic bronchoscopy should not be done until 
a serological test has been made, and if this test is 
positive, not until adequate anti-syphilis treatment 
has been given. The association of syphilis and ma- 
lignancy of the lung is rare. Pulmonary tuberculosis 
is not a contra-indication to bronchoscopy. 

In a few cases, bronchoscopic removal of an in- 
cipient malignant growth has been accomplished 
without recurrence. NatHan N. Cron, M.D. 


Funk, E. H.: Clinical Manifestations of Primary 
Bronchial Carcinoma. J. Am. \/. Ass., 1930, xcv, 
1879. 

From an analysis of sixty-one cases of primary 
carcinoma of the bronchus, Funk concludes that the 
clinical picture varies greatly, depending on the 
location of the neoplasm and the rapidity of its 
growth, the degree of bronchial obstruction pro- 
duced, the presence or absence of secondary in- 
fection and suppuration, the pressure exerted on 
adjacent structures, the occurrence of pleural in- 
volvement, and the influence of local and general 
metastases. The onset of the symptoms is usually in- 
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sidious. The most frequent symptoms are cough, ex- 
pectoration, chest pain, hemoptysis, and dyspncea. 
SAMUEL Per Low, M.D. 


Lilienthal, H.: Giant Sarcoma of the Pleura: A 
Report of Two Cases, with Remarks on Opera- 
tive Exploration of the Thorax. Arch. Surg., 
1930, xxl, Pt. 2, 1379. 


The author states that giant sarcoma of the pleura 
or, more accurately, of the subpleural tissues is ex- 
tremely rare and the diagnosis is usually first made 
at autopsy. 

Subpleural connective tissue tumors seem to be of 
two types—small tumors arising from the edges of 
the lungs, which usually are benign, and tumors 
which grow to gigantic proportions, sometimes filling 
the chest and causing death from circulatory dis- 
turbances due to their bulk. The large tumors usually 
originate beneath the costal pleura and rarely, if 
ever, produce metastases in spite of their histological 
sarcomatous appearance. 

In the first case reported by the author, that of a 
woman forty-eight years of age, the tumor originated 
on the visceral side of the pleura. It was nodular and 
presented the microscopic appearance of a fibrosar- 
coma or fibroma with comparatively few tumor cells. 
Adhesions to the surrounding structures were 
present. 

In the author’s second case, that of a man forty- 
five years of age, the exact origin of the tumor could 
not be proved. The diaphragm and pericardium 
were firmly adherent. Three unsuccessful attempts 
were made to remove the neoplasm by operation. 
At the first operation, the pathological diagnosis of 
the tissue excised was “fibroma or possibly fibrosar- 
coma of a low grade of malignancy,” whereas at the 
third operation it was “‘soft portions, polymorphous- 
cell sarcoma with necrosis; firm portions, hard fi- 
broma.”’ The neoplasm changed in both its clinical 
and histological character and ultimately produced 
a metastasis in the other lung. 

In conclusion the author says when a symptomless 
mass in the chest is discovered incidentally on rou- 
tine roentgen examination, immediate intervention 
is not necessary even for accuracy of diagnosis, but 
repeated observations should be made and if any in- 
crease in the size of the neoplasm is noted or any 
symptoms develop, a full investigation including, if 
necessary, exploratory operation, is indicated. In 
such cases early operation may reveal an essentially 
innocent and removable growth which, if left to it- 
self, would increase in size and become hopeless. 


C(2SOPHAGUS AND MEDIASTINUM 


Brown, S., and Reinecke, H. G.: The Roentgeno- 
logical Study of the Superior and Posterior 
Mediastinum. Am. J. Surg., 1930, x, 452. 


The authors state that no study of the superior 
and posterior mediastinum is complete unless both 
anteroposterior and lateral roentgenograms are 
made. The lateral roentgenogram often yields more 


valuable information than the anteroposterior roent- 
genogram. In the latter, several dense structures such 
as the sternum, spine, heart, and great blood vessels 
are superimposed and more or less obscure the soft 
structures of the mediastinum. A true lateral view 
is of greater aid than an oblique view. 

The structures discussed in greatest detail by the 
authors are the trachea, cesophagus, and aorta 
Since their position as shown in the anteroposterior 
view is familiar, the authors describe chiefly devia 
tions in their position as revealed by the lateral view 
Their normal and abnormal relationships are shown 
in numerous roentgenograms. Such pathological! 
conditions as cesophageal diverticula, retrotrachea! 
goiter and tumors, dilatations and tumors of thx 
cesophagus, fistulous communications between the 
trachea and oesophagus, and aneurism of the aorta 
may produce distortions of the tracheal shadow in 
the lateral view which yield valuable information as 
to the nature, location, and extent of the lesion. The 
lateral projection of the barium-filled oesophagus 
may disclose important findings relative to such con- 
ditions as enlarged tracheal glands, cardiac lesions, 
diaphragmatic hernia, perforation into the medias- 
tinal tissues, and cesophageal strictures, deformities, 
and diverticula. Abnormalities of the aorta not ap- 
parent in the anteroposterior view may be apparent 
in the lateral view. The demonstration of enlarged 
glands or tumors in the posterior mediastinum is 
greatly facilitated by the lateral view. Occasionally 
the lateral view discloses the exact nature of a lesion 
causing abnormal shadows in the region of the pos- 
terior mediastinum, such as a spinal abscess. 

ApoupH Hartune, M.D. 


Pancoast, H. K.: Roentgenology of the Thymus 
in Infancy and the Differential Diagnosis of 
Enlarged Thymus and Its Treatment. 4A». 
J. M. Sc., 1930, clxxx, 745. 


The author states that the thymic menace in 
infants and young children is largely a matter of 
tracheal stenosis with relaxation of the soft tissues 
of the upper respiratory tract. A most serious com- 
plication is paralysis of the recurrent laryngeal 
nerves. 

In the past, the diagnosis of thymic enlargement 
was based largely on erroneous roentgenologica! 
evidence. The only definite and reliable signs of 
an enlarged or potentially dangerous gland are 
abnormal narrowing or buckling of the trachea at 
the thoracic inlet as it passes over the apex of the 
gland, which is shown only in the lateral view o/ 
the chest, and lateral deviation of the trachea, which 
is shown in the sagittal view. Unusual width of the 
gland shadow is of no particular significance. A 
gland producing a narrow shadow is likely to be 
inherently more dangerous than a wide one, as is 
evident from the sagittal roentgenogram. 

The naturally preponderant gland of infancy ma\ 
be blamed for obstructive phenomena for which it 
is in no way responsible. The examiner mus! 
adopt a roentgenological technique which will en 
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able him to detect any other form of obstruction 
of the upper respiratory tract which may be dem- 
onstrated with the X-ray, such as foreign bodies, 
the effects of obstructive specific laryngeal infec- 
tions on the lumen of the larynx, postdiphtheritic 
and other forms of acquired or congenital stenosis, 
retropharyngeal and retrotracheal abscess, adenoids, 
atelectasis, and unusual collapse of soft tissues. He 
must bear in mind certain conditions which may 
confuse the diagnosis, such as asthma, whooping 
cough, meningitis, and congenital heart lesions. 
When the symptoms persist after apparently ade- 
quate reduction of the size of the gland the complica- 
tion of paralysis of the recurrent laryngeal nerves 
must be considered. 

Roentgenological studies of the respiratory organs 
of infants and young children should always include 
the chest, neck, and nasopharynx. Sagittal and 
lateral views must always be made during both 
phases of respiration and preferably with the child 
in the erect position. The author describes the 
technique in detail. 

The treatment of enlarged thymus deals with a 
lymphatic structure which is extremely sensitive 
to irradiation. Therefore the dose applied should 
be no larger than is absolutely necessary to reduce 
the gland toa safe size. It will depend upon the age 
and size of the child and the thickness of the 
chest wall. In the cases of very young infants the 
author uses from one-tenth to one-fourth of a mild 
skin erythema dose with the following factors: 
130 kv., a filter of 5 mm. of aluminum, and a skin- 
target distance of 9% in. Only the thymic area is 
exposed. In the cases of children from four months 
to a year old, he gives from one-third to one-half 
of an erythema dose, depending on the age and the 
size of the child. The treatment is always preceded 
by a thorough examination of the neck and chest. 
When the symptoms persist after the first treat- 
ment, a second application is given after a week or 
ten days. Further treatment may be necessary, 
but the average number of applications in cases 
without recurrence is two. Recurrences are to be 
expected in a fairly large percentage of cases. 

Leo M. Davipvorr, M.D. 


Baer, M.: The Recognition of Cancers of the 
Thymus (Zur Kenntnis der Thymuskrebs). 
Schweiz. med. Wehnschr., 1930, ii, 732. 

The first case reported was that of a man sixty- 
nine years old whose symptoms began about six 
months previous to his admission to the hospital 
with slight swelling and painful tension in the face 
and both arms. Later, there was difficulty in breath- 
ing associated with coughing, a little expectoration, 
and sticking pains in the chest. There was no fever, 
swelling of the lymph glands, or oedema, but a slight 
polynuclear leucocytosis was found. Eventually, 
hemorrhagic pleurisy developed on the right side 
with marked symptoms of stasis and the develop- 
ment of venous collaterals in the face, chest, and 
back. A diagnosis of intrathoracic tumor was made, 
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but roentgenography for intrathoracic tumor was 
negative. Death occurred fourteen days after the 
patient’s admission to the hospital. Autopsy dis- 
closed a large mediastinal tumor which compressed 
the upper portion of the vena cava; and had formed 
metastases in the liver, pleura, and pericardium. 
Other findings were hydrothorax on the right side 
and hydropericardium. Histological examination 
proved the tumor to be a large-celled, solid simple 
carcinoma with wide, reticulated bands of large 
polyhedral cells showing numerous mitoses. Cer- 
tain areas of the central region presented beginning 
hornification and necroses. There were no Hassal 
corpuscles. 

The second case was that of a man thirty-four 
years old whose illness began six months previously 
with node formation on the neck and severe pain 
in all parts of the body. Treatment for rheumatism 
had been without effect. The patient lost strength 
and became emaciated. On physical examination, 
the upper air passages were found normal, but 
indolent masses of lymph nodes were discovered on 
both sides of the neck and in the left supraclavicular 
fossa. The thoracic and abdominal organs and the 
Wassermann reaction were negative. Examination 
of the blood revealed anemia with a few toxic forms 
of leucocytes and a slight leucocytosis. Roentgen- 
ography disclosed marked widening and shadow- 
ing of the entire mediastinum. Cisophagoscopy was 
negative. Bronchoscopy revealed marked constric- 
tion and rigidity of the bronchial branches. The 
bronchial mucosa was normal. A biopsy specimen 
from the cervical lymph nodes showed carcinoma. 
Lead treatment resulted in rapid aggravation of the 
condition. Death resulted after increasing dyspnoea, 
which usually occurred in attacks. 

Autopsy revealed a large tumor in the anterior 
mediastinum with metastases in the mediastinal, 
bronchial, supraclavicular, retroperitoneal, and 
mesenteric lymph nodes and in the pleura, pericar- 
dium, spine, liver, and dura. Histological examina- 
tion showed the tumor to be a small-celled, simple, 
solid carcinoma with quite broad strands. Toward 
the center of the neoplasm there were hornified and 
necrotic areas and fatty, stratified spheres similar 
to Hassal’s corpuscles. Hassal’s corpuscles were 
found also in the metastases in the pleura, dura, and 
spine. 

Fifty-four definitely proved cases of cancer of the 
thymus have been reported in the European and 
American literature up to the present time. ‘The 
tumor occurs most frequently in males of middle or 
advanced age. It develops in the anterior medi- 
astinum and, in form, simulates the infantile thymus. 
In one-third of the cases it metastasizes outside of 
the thoracic cage. Hassal’s corpuscles occur especi- 
ally in the large-celled carcinomata. Their occur- 
rence in the metastases shows that the tumor tissue 
itself has the power to form them and that such 
corpuscles occurring in the primary tumors are not 
necessarily rests from the normal thymus tissue. 

TOBLER (Z). 
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MISCELLANEOUS 


Davison, T. C.: Intrathoracic Tumors: Report of 
Cases. Arch. Surg., 1930, xxi, Pt. 2, 1393. 

Following a brief discussion of the types, etiology, 
symptoms, diagnosis, and treatment of intrathoracic 
tumors, Davison reports fifteen cases. 

The first case was that of a man twenty years of 
age who died without operation sixteen hours after 
his admission to the hospital. Autopsy showed a 
lymphosarcoma of the thymus gland with bilateral 
bronchopneumonia. 

In Case 2, that of a woman fifty-three years of 
age, a diagnosis of myxo-angio-endothelioma evi- 
dently arising from the pleura was made on the 
basis of a part of a cyst wall. The patient is still 
under observation. 

Case 3 was that of a man aged sixty years who was 
suffering from a lung abscess. Drainage of the 
abscess was followed by death three days later. 
Autopsy disclosed a primary carcinoma of the lung. 

The fourth patient was a woman sixty-six years 
of age who had a 4+ Wassermann reaction which 
failed to show improvement under treatment. A 
roentgenogram of the chest disclosed a mass which 
is thought to be a primary mediastinal cyst and is 
becoming larger. 

In Case 5, that of a man fifty-three years of age 
who is still under observation, a probable diagnosis 
of dermoid cyst of the mediastinum has been made. 

In Case 6, that of a woman fifty-one years old, 
a probable diagnosis of benign cyst of the left lung 
was made. The patient died, but autopsy was not 
obtained. 

The seventh patient was a girl eleven years of 
age with a probable diagnosis of benign cyst of the 
mediastinum. The patient is still under observa- 
tion. 

Case 8 was that of a three-year-old boy with a 
probable diagnosis of sarcoma of the right kidney 
which had formed metastases in both lungs. Coffey- 
Humber serum treatment and X-ray irradiation had 
been unsuccessful at the time of this report. 

In Case 9, that of a woman thirty-eight years of 
age, autopsy disclosed a carcinoma of the cervix 
with metastasis to the lung. 

In Case 10, that of a woman about twenty-seven 
years of age, a biopsy diagnosis of endothelioma of 
lymph nodes in the neck with metastasis to the lung 
was made. The final result is unknown. 

In Case 11, that of a man seventy years of age, a 
biopsy diagnosis of Hodgkin’s disease with extension 
to the thorax was made. Death occurred following 
acute diarrhoea. 

Case 12 was that of a man with a biopsy diagnosis 
of Hodgkin’s sarcoma with metastasis to both lungs. 
The diagnosis was confirmed at autopsy. 

Case 13 was that of a woman sixty-nine years of 
age who died of a malignant melanoma of the face 
with metastases to both lungs, the liver, and the 
spleen. The clinical diagnosis was confirmed by 
autopsy. 
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The fourteenth patient was a woman forty-three 
vears of age who died of a recurrent carcinoma of the 
left breast with direct extension to the pleura ani 
possibly also to the base of the left lung. Permission 
for autopsy was not obtained. 

The fifteenth case was that of a man forty-five 
years old who died of a teratoid tumor of the right 
testicle with carcinomatous metastasis throughout 
the lungs. The clinical diagnosis was confirmed «a! 
autopsy. 

The author draws the following conclusions: 

Intrathoracic tumors, both the benign and th: 
malignant, are more common than was formerly sup 
posed. 

Benign tumors of the mediastinum and lungs fre 
quently produce atelectasis and bronchiectasis }\ 
pressure. 

Primary carcinoma of the lung and pulmonar, 
tuberculosis may co-exist in the same patient. 

Abscess and primary carcinoma of the lung often 
co-exist, and it is impossible to tell which is thi 
cause and which the effect. 

Benign tumors of the chest should be remove| 
surgically when they are accessible. 

Roentgen therapy offers only palliative results in 
cases of malignant intrathoracic neoplasms. 

In the treatment of intrathoracic neoplasms there 
should be closer codperation between the internis! 
and the surgeon. 

In the discussion of this report, HEDBLOM state«| 
that bronchoscopy is the most direct and the surest 
method of establishing the presence of a_ bron 
chogenic tumor, but not infrequently the diagnosis 
may be made by biopsy on a hard cervical or other 
superficial gland or a superficial tumor. Occa 
sionally clumps of malignant cells may be isolate: 
from the sputum or from aspirated pleural exudate 
A definite distinction must be made between pri 
mary and metastatic tumors of the lung or th 
thoracic wall. Hedblom said that in every explora 
tory thoracotomy he has performed for bronchogeni: 
carcinoma he has found the hilus to be infiltrated b\ 
the tumor. Radium implants in such cases seemed tv 
prolong life and relieve the symptoms. Hedblom 
has drained abscesses secondary to tumor of thi 
lung with marked palliative results. 

Hupson stated that the spitting of blood may be 
an early sign of tumor of the lung, and that th 
developmental period of lung tumors is much longe: 
than was formerly supposed. 

LEWaALD showed two slides demonstrating th: 
difficulty in the diagnosis of aneurism from other 
tumors in contact with the aorta which seem t: 
pulsate. He cited two cases of dermoid of the lung 
in which the neoplasm was spontaneously coughe: 
up; also a case successfully operated upon b 
Lilienthal. He suggested a series of rapidly mac 
exposures as an aid in the differentiation of aneuris! 
from tumor. 

LILIENTHAL said that we do not look at the tumo: 
merely on a plane. The neoplasm is not mere); 
pushed to the side by the heart; it may be pushe:! 




















away from the observer. As it is pushed away from 
him it becomes larger in all dimensions and as it 
approaches him it becomes smaller in all dimensions, 
thereby simulating expansile pulsation. 

Car R. STEINKE, M.D. 


Denk, W.: The Surgery of Thoracic and Intra- 
thoracic Tumors (Beitrag zur Chirurgie der 
thorakalen und intrathorakalen Tumoren). Arch. 
f. klin. Chir., 1930, clx, 254. 

Nineteen cases of tumorous disease of the thorax 
and thoracic organs, some unusual, are reported. 
The tumors of the bony wall of the thorax included 
an exostosis of a rib, the size of a child’s fist, and a 
chondroma, the size of a child’s head, which were 
removed successfully, and a recurrent sarcoma of the 
tenth rib, the size of a fist, which was prevented from 
giving rise to lung metastases for the space of three 
years by removal and postoperative irradiation. A 
forty-five-year-old woman died of pulmonary em- 
bolism six days after operation for chondrosarcoma 
of the apex of the thorax the size of a child’s head. 
Resection of the thoracic wall for recurrent carci- 
noma of the breast was performed in three cases; in 
one, a cure of more than seventeen years’ duration 
was obtained. A cyst of the lung, the size of an apple, 
which directly adjoined the pericardium and was 
shelled out bluntly, could not be adequately ex- 
plained even on microscopic examination. Especially 
noteworthy was the absence of an endothelial lining. 

In the operative treatment of pulmonary echino- 
coccus there seems to be a certain tendency against 
a too radical standpoint and in favor of leaving 
especially the centrally situated cysts to themselves. 
In a case in which the author removed a cyst the size 
of a child’s head from the right lung the patient died 
during convalescence from the operation from a sud- 
denly appearing necrotic focus in the left lung. ‘The 
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cysts may be removed only in the presence of pleural 
adhesions. 

Three cases of primary sarcoma of the lung, which 
is very rare, were observed by the author. In two, 
the tumor could be removed, but in one the opera- 
tion had to be stopped soon after it was begun. The 
peculiar malignancy of these tumors is emphasized. 
Even when removal appeared to be radical there was 
early recurrence. Roentgen irradiation was always 
without result. 

In the diagnosis of pulmonary carcinoma, bron- 
choscopic examination can give valuable aid when 
the carcinoma is in a bronchus. In one of three cases 
reviewed, it permitted a diagnosis before operation. 
In the two others, operation was done for supposed 
abscess. Surgeons of the Sauerbruch clinic have 
called attention to the possibility of such a diag 
nostic error. Hippocratic fingers do not help in the 
differential diagnosis as they are seen in both car- 
cinoma and sarcoma of the lung. In two of the cases 
reviewed, operation was followed by temporary 
improvement. 

For dermoids of the mediastinal cavity early op- 
eration is recommended to prevent later complica- 
tions. In a case cited, a tensely elastic tumor the 
size of a child’s fist was easily removed. 

In discussing neuroma of the sympathetic, the au- 
thor reports a case in which the tumor weighed 1,700 
gm. This is the largest that has vet been extirpated 
with success. 

Also reported is a case of carcinoma of the thymus, 
the size of a child’s head, in which operation was not 
successful. 

Mention is made of the frequent occurrence of 
eosinophilia (up to 10 per cent) in cases of intra- 
thoracic tumors and of the mildness of the symp- 
toms that such tumors cause over a long period of 
time when they are benign. A. BRUNNER (Z). 











ABDOMINAL WALL AND PERITONEUM 


Patch, F. S., and Blew, C. L.: Granuloma Ingui- 
nale: Its Presence in Canada. Canadian M. Ass. 
J., 1930, Xxiii, 637. 

On the basis of four cases of granuloma inguinale 
coming under observation in one clinic in Montreal, 
the authors call attention to the possibility of the 
introduction of such tropical or subtropical diseases 
into Canada. In three of the cases cited the disease 
was contracted in the tropics. In one it was of local 
origin. Witt E. Saack.eton, M.D. 


Kirchhoff, H.: Pneumococcus Peritonitis (Pneu- 
mokokkenperitonitis). Zentralbl. f. Chir., 1930, p. 
2162. 


Kirchhoff discusses the symptomatology and 
therapy of pneumococcus peritonitis on the basis of 
the twenty-nine cases which came under observation 
in the Kiel Clinic during the period from 1911 to 
1920. 

He states that in the female the genitalia are 
the portal of entry of the infection more frequently 
than is generally assumed. All of the patients whose 
cases are reviewed were females. Twenty-six of 
them were under fourteen years of age, eleven were 
seven years old, and the youngest was three years 
old. Of the twenty-nine patients, twelve (41.3 per 
cent) died. Of these, 52.3 per cent had been op- 
erated upon in emergency, and 12.5 per cent died 
following an operation which had been delayed to 
await the walling off of the abscess. 

The disease picture was nearly always character- 
ized by a stormy beginning with severe pains 
throughout the abdomen. As a rule the abdominal 
walls were not of a wooden hardness, but rather of 
an elastic hardness which gave to pressure. The 
form of the abdomen was round, ‘‘like a balloon.” 
Tenderness to pressure was diffuse, but frequently 
the most acutely tender spot was located in the 
region of the appendix (in nine cases). The leucocyte 
count was generally higher than that of appendicitis. 
In two instances there was a neutrophilia of 90 
per cent. Of the four patients seen by the author 
himself, three had a vulvitis (in one instance pneu- 
mococci were demonstrated in the smear from the 
vulva). Herpes appeared in about half the cases, 
but as a rule it developed late. The pneumococcus 
was found in the blood at an early stage of the 
disease. 

Exploratory paracentesis is a determinative di- 
agnostic measure, which always discloses the pneu- 
mococcus in cultures and frequently in the smears. 
When the diagnosis is certain it is better to wait, 

even in very severe cases, until the abscess has be- 
come encapsulated in order that it may be drained 
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through a small puncture wound (incision and drain 
age from the pouch of Douglas). JastrRam (Z). 


Pribram, B. O.: Mesenteric Lymphangitis as an 
Abdominal Focus of Infection, a Substrate of 
Peritoneal Adhesions, and a Connecting Link 
Between the So-Called Secondary Diseases (Dic 
Lymphangitis mesenterialis als abdominelle Herd 
infektion, Substrat der peritonealen Adhaesionen 
und Bindeglied zwischen den sogenannten zweiten 
Krankheiten). Arch. f. klin. Chir., 1930, clx, 362. 


Attention is first called by the author to the fact 
that, whereas after operation for acute appendicitis 
permanent freedom from symptoms can be expecte:! 
in the large majority of the cases, this is not true 
after operation for ‘‘chronic appendicitis.”” Pribram 
found similar results in a follow-up of his patients 
operated upon for gall-bladder disease. To explain 
them he cites his studies on mesenteric lymphangitis 
—chronic inflammation which causes the lymphatics 
to become adherent to the serosal leaves and leads 
to scar formation with a tendency toward shrinkage. 
This lymphangitis and lymphadenitis extend in the 
mesenteric folds and may become a severe, stormy, 
inflammatory process giving rise to generalized 
peritonitis. From his observations the author con- 
cludes that, through a portal of entry (frequently 
the appendix) which may exhibit only a mild local 
reaction or lose its character as a focus of infection, 
the infection extends into the lymphatics of the 
mesentery. After removal of the portal of entry 
while it still retains the character of a focus of in- 
fection, the condition may clear up without leaving 
any changes, but in some cases it may assume the 
character of an insidious disease entity which tends 
to become latent and runs a variable course. This 
lymphangitis and lymphadenitis of the peritoneum 
is much more common than was formerly believed 
and is a cause of indefinite abdominal symptoms. 

The abdominal portals of entry are very fre- 
quently the lymphatics of the appendix and the 
ileocecal region. The severity of the wall infection 
is no index of the infection of the lymph vessels 
of the mesentery. In fact, there seems rather to be 
a definite contrast between the wall infection and 
the extension in the lymphatic system. It is very 
probable that peritoneal adhesions as a disease 
entity have as their basis a chronic subserous 
lymphangitis, as do scars in the region of the 
mesenteric folds and intestinal adhesions, particu- 
larly those associated with pericholecystitis and 
periduodenitis. A long series of recurrent or residua! 
symptoms after the removal of a primary inflam- 
matory focus seems to have their origin in such a 
condition. To these so-called ‘‘secondary diseases” 
pancreatitis belongs. 














The tendency toward recurrent disturbances can 
be corrected only by the earliest possible removal of 
a demonstrated primary focus. This may be found 
in the appendix, the gall bladder, or elsewhere. 
Operations performed during acute attacks have 
given the author better results than operations per- 
formed between attacks. JANSSEN (Z). 


GASTRO-INTESTINAL TRACT 


Schoenbauer, L.: Malignant Tumors of the Di- 
gestive Tract (Ueber die boesartigen Geschwuel- 
ste des Verdauungstraktes). Deutsche Zischr. f. 
Chir., 1930, CCXXV, 145. 

The author reviews the results obtained in 3,062 
cases of carcinoma of the digestive tract which 
were treated during the period from 1901 to 1925. 

Of 445 malignant tumors of the mouth, 313 were 
operated upon radically. Forty-seven of the patients 
operated upon radically lived more than five years 
after the operation. Two of them developed a re- 
currence after six and ten years respectively. 

Of 172 tumors of the tongue, 127 were operated 
upon radically, and of the patients subjected to 
radical operation, 21 lived more than five years. 

Of 132 cases of carcinoma of the oesophagus, a 
radical operation was performed in 4, but was un- 
successful in all. 

The author discusses the cases of carcinoma of 
the stomach in somewhat greater detail. Of 1,567 
cases treated in the period from 1go1 to 1928, 1,522 
were operated upon. The primary mortality of 
exploratory laparotomy in 395 cases was 13.9 per 
cent. Of 7 patients who survived the operation for 
from several to fifteen years, only 1 had a proved 
diagnosis. In the case of this patient a laparotomy 
was performed in 1917 for carcinoma of the pars 
media and cardiaca with metastases in the great 
omentum. In 1928 the patient was in good condition 
and complained only of occasional constipation. 
Of 116 patients who were treated by jejunostomy, 
49 (42.2 per cent) died after the operation. Only 
1 survived longer than a year. In 472 cases in which 
posterior gastro-enterostomy was done, the opera- 
tive mortality was 14.4 per cent. Seventeen of the 
patients survived the operation more than five years, 
but histological proof of the diagnosis was lacking. 
In 518 cases in which a radical operation was done, 
the primary mortality was 18.3 per cent. Sixty- 
five (17 per cent) of the patients survived the opera- 
tion for more than five years. 

Of 27 patients with tumors of the small intestine 
(carcinoma, leiomyoma, myosarcoma, lymphosar- 
coma), 5 (18 per cent) survived operation for more 
than five years. 

Two hundred and eighty-seven cases of carcinoma 
of the large intestine were treated. Of 48 patients 
who were treated by entero-anastomosis, 4 survived 
Jonger than five years. Of 142 patients who were 
operated upon radically, 94 were treated by resec- 
tion and 48 by exteriorization. Of the former, 24 
(25.5 per cent), and of the latter, 13 (27 per cent) 
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survived for more than five years. Of 477 cases of 
carcinoma of the rectum, 334 (70 per cent) were 
treated radically and 133 (30 per cent) by colostomy 
or exploratory laparotomy. Of the 334 radical 
operations, 133 were resections and 193 were am- 
putations. Of the patients treated by resection, 
26 (18.7 per cent) survived for more than five years, 
and of those treated by amputation, 32 (16.5 per 
cent) were still alive after five years. 

Of the total number of 3,062 cases a cure lasting 
more than five years was obtained in 234 (7.6 per 
cent). WANKE (Z). 


Boston, L. N.: Gastric Hemorrhage Due to Famil- 
ial Telangiectasis. Am. J. M. Sc., 1930, clxxx, 
798. 

In a review of the literature the author found the 
reports of five cases of recurrent bleeding from the 
alimentary tract accompanied by cutaneous telangi- 
ectasis. Three were cases of rectal bleeding, one was 
a case of oral bleeding, and one was a case of haemat- 
emesis. Boston adds three cases of recurrent gastric 
and rectal hemorrhage associated with cutaneous 
telangiectasis. All of his patients gave a family his- 
tory of recurrent bleeding from mucous surfaces and 
stated that they had had their symptoms since early 
life. One of them was operated upon. When the 
stomach was opened, two nevi were diagnosed by 
the surgeon. One died from a gastric hemorrhage, 
and at autopsy, three small scars surrounded by 
highly vascular tissue were found in the stomach 
wall. The records of these two cases do not indicate 
that a histological examination was made. The pa- 
tient with hamatemesis had recurrent attacks of 
gastric distress which were relieved only by the tak- 
ing of food. No gastric studies are included in the 
records of this case. 

The author concludes that familial telangiectasis 
is the cause of a definite type of haemorrhage from 
mucous surfaces. It appears that this tendency 
does not shorten life as all of his patients lived to be 
over fifty years old. Ear O. Latimer, M.D. 


De Toni, G.: Gastroduodenal Ulcers in Children 
(Sull ulcera gastroduodenale nel bambino). Arch. 
ital. di chir., 1930, XXvi, 703. 

The author says that so-called secondary ulcers 
are relatively frequent and primary ulcers are very 
rare in children. In the literature he has been able 
to find the reports of only forty cases of primary ul- 
cer in children under twelve years of age. To these, 
he adds the case of a child ten years of age. In the 
latter, the syndrome developed suddenly and the 
author made a diagnosis of gastric ulcer. Severe 
hemorrhage was followed by death at the end of two 
weeks. Autopsy revealed an ulcer on the posterior 
wall of the stomach near the greater curvature. His- 
tological examination showed the lesion to be recent. 

In conclusion the author says that as gastroduo- 
denal ulcer usually has a very rapid course in chil 
dren, operation is indicated whenever such a lesion 
is suspected ina child. Martin J. Dt Cora, M.D. 
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Jarotzsky, A.: The Dietetic Treatment of Peptic 
Ulcer of the Stomach and Duodenum During 
Its Acute Stage (Zur diaetetischen Behandlung des 
runden Geschwuers des Magens und des Duodenums 
waehrend seiner akuten -Periode). Acta med. 
Scand., 1930, Supp. Xxxv. 


The author maintains that if the findings of Paw- 
low and his school on the physiology of the digestive 
tract are applied to the treatment of gastric and duo- 
denal ulcer it is possible to place the stomach at rest 
while nourishing the patient by the oral route, and 
to reduce the acidity of the gastric contents and in- 
crease the tonicity of the ptosed stomach entirely by 
means of diet. He describes his dietetic treatment 
of peptic ulcer which he elaborated on the basis of 
Pawlow’s teachings and states that it has been 
used for a number of years in Russia and elsewhere 
with excellent results. 

The diet usually prescribed for cases of peptic 
ulcer is that of Leube or that of Lenhartz. The pur- 
pose of the Leube diet, which consists of milk given 
in increasing quantities, is to protect the inflamed 
mucosa. However, milk is digested chiefly in the 
stomach because its principal protein component, 
casein, is coagulated and precipitated in the stomach 
and because its content of fat and protein and its 
stimulating effect on gastric secretion tend to close 
the pylorus. 

The purpose of the Lenhartz diet, which consists 
of beaten raw eggs and chopped raw meat, is to give 
the patient adequate nourishment and increase his 
healing powers and, by the administration of protein, 
to neutralize the gastric acidity. However, the egg 
yolk and meat tend to induce closure of the pylorus 
with consequent retention of the food in the stomach 
and greatly stimulates gastric secretion. 

Therefore, both of the accepted methods of treat- 
ing peptic ulcer are physiologically incorrect. 

The author believes that in cases of hypersecretion 
or peptic ulcer mixtures of fat and animal protein 
are contra-indicated. Pawlow’s school showed that 
whereas fat alone or with carbohydrate tends to 
diminish gastric secretion and to facilitate emptying 
of the stomach, mixtures of fat and protein have 
just the opposite effect. Therefore, milk, cream, 
whole eggs, and fat meat are entirely unsuited for 
the treatment of peptic ulcer. When fat and protein 
are given, they should be given separately several 
hours apart. Tobacco and all foods which increase 
gastric secretion, such as bouillons, spices, coffee 
and tea, must be forbidden, and factors tending to 
increase psychic secretion must be eliminated. 

In the acute stages of peptic ulcer with threatened 
perforation or after hemorrhage, the diet recom- 
mended by the author consists of raw, unbeaten 
egg white and fresh unsalted butter. There is no 
preliminary period of starvation. On the first day 
the patient receives the raw white of one egg in the 
morning and 20 gm. of fresh, unsalted creamery but- 
ter at 3 o’clock in the afternoon. On each successive 
day the intake is increased by the addition of the 
white of one egg and 20 gm. of butter. This is con- 
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tinued for from eight to ten days. No other food. 
no salt, and no water is given. Salt and water are 
withheld because they increase gastric secretion. 
The monotony and unpalatability of the diet are 
considered advantageous as they decrease the 
psychic secretion. No drug, no retention enema, 
and no proctoclysis or hypodermoclysis is given 
On this régime, the pain, belching, heartburn, and 
vomiting stop very quickly and the distention of thx 
upper abdomen disappears. 

After the first ten days and in cases which are 
seen during a subacute stage a butter-vegetable diet 
is given. The foods are prepared without salt 
Milk, bouillon, tobacco, alcohol, coffee, spices, and 
sauces are prohibited. As chewing is an important 
factor in psychic secretion, all foods are liquid o: 
semiliquid. They consist of thin cereals or thick 
soups made with oats, rice, or barley and purées oi 
potatoes, carrots, cabbage, or other vegetables 
which are cooked in water without salt and to which 
butter is added. They may be sweetened with sugai 
or fruit juices. Butter is given freely either alon 
or with the cereals or vegetables. Asa rule about 200 
gm. are taken daily. 

After approximately three weeks the diet is in 
creased by the addition of chopped meat if there arc 
no contra-indications. This is given in the form of 
a cutlet once a day. The cutlet is made of lean 
chopped beef, veal, or chicken mixed with a little 
white bread and roasted with butter. No salt. 
sauce, or spice is used. As a rule the cutlet is given 
at luncheon and at that meal the patient receives 
no soup. 

Under this management the acidity is controlled. 
the subjective manifestations disappear, and hemor 
rhage and perforation are prevented. Surgery is 
indicated only in case; of free perforation, threaten 
ing hemorrhage, or mechanical occlusion of th« 
pylorus. When mechanical occlusion is due to 
spasm, proper diet will make operation unnecessary. 

Le» M. Zimmerman, M.D. 


Berg, A. A.: The Mortality and Late Results of 
Subtotal Gastrectomy for the Radical Cure of 
Gastric and Duodenal Ulcer. Ann. Surg., 1939, 
xcii, 340. 

Ulcer of the stomach is the same disease as ulcer 
of the duodenum and responds to the same methods 
of treatment. In the chronic stages it can be cured 
only by surgery. 

Three important factors concerned in the forma 
tion of a gastric or duodenal ulcer are specific ulcer 
gastritis, free hydrochloric acid in the stomach, and 
secondary infection in the stomach or duodenum. 

In chronic ulcer gastritis the symptoms arc 
similar to those of ulcer, but at operation no ulce: 
is found. In its early stages this condition can bi 
cured by proper medical treatment. When an ulce: 
is fully developed, medical treatment may al 
leviate the symptoms, but is rarely curative. 

Up to 1920, Berg treated gastric and duodena 
by the usual surgical methods-~gastro-enterostom\ 

















ulcer excision, cautery puncture, and pyloroplasty. 
In the follow-up of patients so treated he found that 
only about 50 per cent were cured and that 30 per 
cent had developed ulcers at the gastro-enteric 
stoma or a recurrence at the site of the original 
iesion. These findings were similar to those of a 
number of Continental surgeons. Accordingly, an 
operation which would remove the factors respon- 
sible for the ulcer was sought. Subtotal or partial 
gastrectomy was found to meet the requirements. 
his operation consists in the removal of the antrum 
and part of the body of the stomach, together with 
the pylorus and the affected part of the duodenum, 
followed by re-establishment of the connection be- 
tween the stomach and duodenum or jejunum. 
\fter a trial of various techniques, a uniform pro- 
cedure was adopted which has been used since 
1923 with routinely good results. 

The operation is begun with ligation of the car- 
diac artery. The desired portion of stomach and 
duodenum is then removed and a gastrojejunal 
anastomosis is established according to the method of 
Hofmeister. In the mobilization of the duodenum 
great care must be taken to avoid entering the 
pancreatic capsule. The formation of a hematoma 
around the head of the pancreas or duodenal stump 
must also be prevented. All raw areas must be 
carefully covered. Care in the closure of the duo- 
denal stump is necessary to prevent duodenal fistula. 
If the transverse mesocolon is separated from the 
posterior wall of the stomach before clamps are 
applied the danger of injuring the middle colic artery 
is eliminated. Hemorrhage from the cut end of the 
stomach can be prevented only by grasping and 
tying each blood vessel in the wall of the stomach 
separately. 

In the period from 1923 to 1929, 405 primary 
subtotal gastrectomies were done with a mortality 
of 7.9 per cent (32 deaths). If 4 deaths due to causes 
not related to the operation are excluded, the mortal- 
ity was 6.9 per cent. 

In comparing the results of primary subtotal 
gastrectomy with those of gastro-enterostomy the 
author cites statistics showing that gastro-enteros- 
tomy had a mortality as high as, or higher than that 
of subtotal gastrectomy and was followed much 
more frequently by recurrence of symptoms and 
gastrojejunal ulcer. 

In 105 secondary subtotal gastrectomies reviewed 
by the author, the mortality was 20.9 per cent. 

In a total of 516 cases in which a primary or 
secondary subtotal gastrectomy was done the in- 
cidence of recurrence was only 1.1 per cent. 

From two tables of cases treated medically, the 
author concludes that after medical treatment a 
lasting cure is rare and the ultimate mortality is 
considerably higher than in surgically treated cases. 

In the discussion of this report, SANTEE cited 
69 cases of gastric and duodenal ulcer in which 
primary gastric resection was performed in the 
Cornell Division of Bellevue Hospital, New York. 
The mortality was 14.5 per cent. In 202 cases in 
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which gastro-enterostomy was done by the same 
group of surgeons, the mortality was 2.9 per cent and 
satisfactory results were obtained in 85 per cent. The 
incidence of recurrence did not exceed 5 per cent. 

DovuGLas reported that in 135 cases treated by 
gastro-enterostomy at St. Luke’s Hospital, New 
York, the mortality was 2.9 per cent. Of 63 cases 
which were followed up after a period of five years, 
good results were found in 80 per cent. 

ERDMAN reported that at the New York Hospital 
the mortality of partial gastrectomy was much 
higher than that reported by Berg. In support of 
gastro-enterostomy, he cited, among others, the 
statistics of Finney and Moynihan. Finney reported 
that in 234 cases of duodenal ulcer treated by 
pyloroplasty or gastro-enterostomy a cure or im- 
provement was obtained in 90 per cent and the 
incidence of marginal and jejunal ulcers after gastro- 
enterostomy does not exceed 5 per cent. Moynihan 
reported that in his cases treated by gastro-enteros- 
tomy the mortality was 1 per cent whereas he found 
the mortality of gastric resection to range from 5 
to 10 per cent. Erdman called attention to the fact 
that partial gastrectomy does not always produce 
anacidity, and that in 17 per cent of cases of duo- 
denal ulcer treated by this procedure on Berg’s 
service persistent hyperacidity was found after the 
operation. I. Epwarp Bisuxow, M.D. 


Haberer, H. von: Reflections on Our Failures in 
Gastric and Duodenal Ulcer (Betrachtungen 
ueber unserer Misserfolge wegen Magen- und Duo- 
denalgeschwueven). Zentralbl. f. Chir., 1930, p. 2320. 


The author discusses the causes of failure of re- 
section for gastric and duodenal ulcer. Sometimes 
failure is due to faulty, too extensive resection. It 
is most frequent after resection for gastritis, includ- 
ing ulcerous gastritis. Resection fails also when it 
is done on the basis of an erroneous diagnosis. 
Failure when the operation was definitely indicated 
may be due to inadequately extensive resection. 
Both the pylorus and the antrum must be removed. 
Moreover, as long-standing callous ulcer of the 
stomach or duodenum is usually complicated by 
catarrhal changes in the mucosa, dietetic after- 
treatment should be given for at least nine months. 
The author considers these changes amenable to 
treatment and has found that in cases in which they 
are present the results of resection become better 
with the lapse of time. 

Technical considerations may constitute an im- 
portant indication for resection. When a Billroth I 
anastomosis is too narrow it causes signs of stenosis, 
and when the jejunal loop in a Billroth II operation 
is too long there is stasis. In some cases ulcers may 
be overlooked, especially in the duodenum. The 
author’s technique is described in detail. 

Von Haberer states that in the cases of nervous 
patients re-operation is inadvisable as the prognosis 
is worse with each operation. He reports a case. 

With regard to the indications for the operation, 
von Haberer says that he objects to a time limit as 
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he has operated with good results in cases in which 
the lesion was present for less than three years and 
in cases in which it had been present for more than 
twenty years. 

In conclusion, he reviews the incidence and type 
of recurrences after resection in his cases. Of 2,310 
cases, an operatively or roentgenologically demon- 
strated ulcer recurred in only 15 (0.6 per cent). In 
all, von Haberer has done 127 transverse resections, 
706 Billroth II resections, 1,276 Billroth I resections, 
and 201 Billroth I resections with end-to-side anas- 
tomoses. Among these there were 121 radical opera- 
tions for jejunal ulcer. WaANKE (Z). 


Armour, J.: A Lesser Curvature Gastroplasty. 
Canadian M. Ass. J., 1930, xxiii, 756. 

The author describes a gastroplasty which he has 
performed on dogs and believes might be of special 
value in the treatment of certain penetrating ulcers 
located on the posterior surface of the lesser curva- 
ture of the stomach. 

After applying curved clamps around the part of 
the stomach to be operated upon, he makes a horse- 
shoe-shaped incision through the serous and muscular 
coats of the anterior surface of the stomach. In order 
to spare the nerve and blood supply of this part of 
the stomach, the incision is begun and ended % in. 
from the lesser curvature. Next, a horseshoe-shaped 
incision is made in the mucosa in such a way that a 
margin of mucous membrane is left projecting be- 
yond the serous and muscular coats. The flap of 
mucosa is then sutured to a similar flap raised from 
the posterior surface, the ulcer area being thus shut 
off from the stomach. The mucosa and ulcer are then 
removed from the exteriorized area and after the 
original incision in the anterior surface of the stom- 
ach has been repaired the serous and muscular coats 
are sutured broad surface to broad surface. 

The author has found that by a slight modification 
of this technique he is able to make a gastric pouch 
for experimental purposes and preserve the nerve 
supply to the pouch. He proposes to do further re- 
search with the use of a gastric pouch so formed. 

Louts P. GamBeg, M.D. 


Prat, D.: Intestinal Occlusion from Appendicitis 
(Occlusion intestinale par appendicite). Rev. Sud- 
Am. de méd. et de chir., 1930, i, 1035. 

The author discusses and reports illustrative cases 
of intestinal occlusion produced by: (1) acute appen- 
dicitis, (2) strangulation of the intestine by the 
appendix after appendicitis, (3) the formation of 
bands and adhesions after acute appendicitis, (4) the 
formation of adhesions and bands leading from the 
stump of the appendix to the ileum after appendec- 
tomy, and (5) peritonitis in the lower part of the 
abdomen after appendectomy. 

Prat believes that intestinal occlusion from acute 
appendicitis is closely related to the treatment of 
appendicitis and especially to the surgical technique 
used in appendectomy and the treatment of peri- 
tonitis. He has found that in many cases of in- 
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testinal occlusion developing after removal of the 
appendix the appendectomy was done through a 
median incision. He states that a median incision 
is a poor incision in acute appendicitis as it necessi- 
tates the laborious liberation of adhesions and dis- 
engagement of the cecum, ileum, and appendix to 
reach the operative field. Therefore it is advisable 
always to use the McBurney incision which leads 
directly to the appendix and permits appendectomy 
with minimal trauma, separation of the tissues, and 
exteriorization, and consequently is less apt to favor 
the development of cellulitis and the generalization 
of peritonitis. 

Another factor of importance in the prevention 
of postoperative intestinal occlusion is the establish- 
ment of good drainage of the abdominal cavity with 
complete closure of the operative wound around th; 
drain to re-establish intra-abdominal pressure. Ad 
hesions are inevitable if the incisions are left open 
In the presence of peritonitis, the appendicular focus 
and the pelvis should be drained separately—the 
former through the McBurney incision by a smal! 
short drain which should be soon removed, and the 
latter through a large suprapubic drain. 

If intestinal occlusion develops in spite of these 
precautions, it must be recognized and treated early. 
When the patient is able to withstand radical cor 
rection of the occlusion in one stage, the operation 
should be performed under general anesthesia and 
through a median subumbilical incision. If the pa 
tient’s resistance is poor, it is best to make a simple 
fistula or an anus in an intestinal loop or in the 
cecum under local anesthesia and delay further in 
tervention until the acute phase of the occlusion 
has passed and the general condition is improved. 
When the intestine above the site of the occlusion 
remains only slightly distended by fluid and gas 
after liberation of the adhesions and bands and re 
establishment of the intestinal circulation the opera 
tion may be concluded by closing the abdomina! 
wall around a drain. If the intestinal loops are 
found greatly distended with fluid and gas when the 
abdomen is opened, as is usually the case, and 
the distention renders operative manipulations ver 
difficult, an enterotomy may be done and the intes 
tine evacuated directly or by aspiration. As a rule 
the surgeon is able to liberate the adhesions com 
pletely, but as the intestine above the site of occlu 
sion is filled with fluid and gas which might be 
absorbed in their passage through a normal segment 
of ileum, the operation should be completed by an 
ileal Witzel enterostomy. In cases in which it i: 
apparent that liberation of all of the adhesions woul! 
be very difficult or impossible, internal derivation 
an ileo-ileostomy or ileocolostomy—may be done. 


Prat: Diverticulosis and Diverticulitis (Diverticu- 
lose et diverticulites). Bull. et mém. Soc. nat. : 
chir., 1930, lvi, 1079. 

In France, diverticulitis has received relative! 
little study, probably because of its rarity. The 
condition seems to be peculiar to the English an: 




















Americans. Of the author’s 10 cases, seven were 
those of American and English patients. 

Constipation is generally believed to be the chief 
causative factor, but on account of the frequent 
presence of intestinal anomalies, congenital causes 
may be more important. 

Diverticulosis may exist without producing the 
slightest symptom, and may be recognized only in 
ihe course of a roentgenological study for other 
conditions. 

When one or more diverticula become inflamed 
the symptoms are those of a limited colitis. A zone 
along the course of the colon for a variable extent is 
tender to palpation and because of the spasm the 
colon frequently feels like a section of hose. The 
patient often suffers from persistent constipation or 
from mucomembranous colitis. 

When the inflammation is sufficiently intense to 
extend beyond the limit of the diverticulum, the 
pain is more severe, abdominal rigidity appears, 
and there is fever. When the lesion affects the sig- 
moid, the symptoms are those of a left-sided appen- 
dicitis. Abscesses may form to continue this picture 
of appendicitis. The abscess may evacuate spon- 
taneously into the intestine or the bladder. 

When pericolic suppuration occurs, the resulting 
adhesions are very dense. This is true particularly 
in the pelvis where the organs may be so firmly 
adherent that colostomy becomes necessary. When 
the lesion is in the terminal portion of the colon 
there may be no suppuration, but simply a bloc of 
infiltration which is easily mistaken for a neoplasm. 
This error was made by the author in two cases. 
Urinary symptoms led to a diagnosis of neoplastic 
involvement of the bladder. 

Occasionally an inflamed diverticulum ruptures 
directly into the general peritoneal cavity. ‘This is 
believed to occur when the diverticulum contains 
an impacted faecalith. 

The author reports cases of the various types of 
diverticulosis and diverticulitis described and sup- 
plements the histories with the roentgenograms. 

Clinically, these conditions may suggest spastic, 
mucous, or ulcerative colitis, left-sided appendicitis, 
obstructive neoplasm, abdominopelvic tumor, or 
peritonitis from visceral perforation. 

The final diagnosis must be made by roentgen 
examination. The proctoscope is of little value and 
may be dangerous. Unfortunately the X-ray can- 
not reveal the diverticula unless the image happens 
to be caught in profile. However, if the examina- 
tions are repeated some time after the administra- 
tion of the barium enema or meal the diverticula 
will be revealed as opaque areas produced by barium 
which has not been evacuated from the pouch. 
These shadows have been known to persist as long 
as sixteen days. 

When the symptoms are those of stricture of the 
bowel, atropine will relieve the obstruction and 
rule out cancer. 

The treatment of mild diverticulitis is limited to 
the administration of atropine and gentle laxatives, 
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intestinal vaccination, and the application of com- 
presses to the abdomen. 

Surgical treatment during an attack of sup- 
purative diverticulitis consists of drainage of ab- 
scesses, as in appendicitis or, when the symptoms 
are those of cancer, ileosigmoidostomy or colostomy. 
The author has never had occasion to resect or in- 
vaginate diverticula. Such operations can be per- 
formed only in the absence of active inflammation. 

ALBERT F. Dr Groat, M.D. 


Rost: Newer Knowledge of the Pathological Phys- 
iology of Ileus and Its Value in Practical 
Therapy (Die neuen Erkenntnisse der pathol- 
ogischen Physiologie des Ileus und ihre Verwertung 
fuer die praktische Therapie). Chirurg, 1930, ii, 692. 

That certain toxic products reach the blood from 
the bowel in ileus is not denied. There is disagree- 
ment, however, as to the severity of their toxic 
action. Physicochemical examination of the blood 
in ileus reveals that the blood sugar may be slightly 
elevated, but it may also be depressed. The find- 
ings depend upon the type of animal used and the 
time that the examination is made. The residual 
nitrogen, the protein content of the serum, the 
viscosity, the freezing point, and the specific gravity 
rise primarily as a result of vomiting. Another 
cause for the increase in the residual nitrogen is a 
disturbance of kidney function and the increased 
protein destruction in this condition which is due to 
some toxic action. There is a fall in the chloride 
content of the blood which also is to be attributed 
primarily to the vomiting. The theory that the 
sinking of the chloride level of the blood is an 
evidence of intoxication seems not to have been 
proved. Studies of the acid-base balance of the 
blood are almost always limited to determinations 
of the alkali reserve. Contrary to the rather general 
reports of an increased alkali reserve in ileus, it 
must be remembered that this change is recorded 
in only about one-half of the published protocols. 
The vomiting is the chief cause but the reaction to 
the absorbed intestinal contents may be next in 
importance. The changes in the alkali reserve have 
also been cited as evidence of intoxication from the 
bowel, but without adequate basis. 

The toxicity of the intestinal contents in ileus has 
been studied in the past few years by attempts to 
isolate the toxic products. So far, however, very 
varied poisons have been found. Williams is in- 
clined to regard death from ileus as the toxic effect 
of gas bacilli, but has insuflicient evidence to prove 
this theory. More important advances have been 
made by investigating the toxicity of animals ill 
with ileus. Normal animals may be killed with the 
blood from the portal and mesenteric veins of 
animals with ileus. The clinical course of experi- 
mental ileus does not correspond closely with that 
of poisoning from intestinal contents. Schoenbauer 
attempted to explain the failure of the liver to de- 
toxicate the intestinal poisons in ileus by assuming 
that the toxins penetrate through to the peritoneum 
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and are there absorbed, thus circumventing the liver. 
The higher mortality in high ileus has been consid- 
ered evidence of intestinal intoxication. However, it 
may be explained also by the assumption that the 
duodenal juices are not resorbed and are lost to 
the metabolism. Death in ileus is not to be regarded 
as the result of intoxication from the intestine alone; 
it is probably due to the interaction of various fac- 
tors such as the loss of secretion, ion and water 
displacement, nervous irritation and reflexes. 

It is not necessary, because of fear of intoxication 
from the bowel, to make more fistul in ileus than 
was formerly customary. The formation of high 
fistulae and resection of undamaged portions of 
intestine are equally unjustified. Increased intoxica- 
tion from the absorption of stagnant contents fol- 
lowing the release of obstruction is undoubtedly 
exceptional. At operation, the bowels should not 
be handled. Serum treatment and the use of large 
quantities of sodium chloride (90 gm. in thirty-six 
hours) are not fully developed for review, but other- 
wise infusion is greatly to be recommended. 

Rost (Z). 


Ochsner, A., Gage, I. M., and Cutting, R. A.: 
The Value of Drugs in the Relief of Ileus: An 
Experimental Study. Arch. Surg., 1930, xxi, 
Pt. 1, 924. 

The authors report a comparative experimental 
study carried out on dogs with regard to the value of 
various drugs which are employed to stimulate the 
intestine in the treatment of ileus. 

Pituitrin produced a characteristic effect on the 
blood pressure which showed three phases: (1) a 
transitory increase which was moderate, (2) a sub- 
sequent depression to a value below normal, and 
(3) a subsequent increase soon thereafter to a level 
much higher than the previous level. The effects 
of pituitrin on the gut of normal animals were 
chiefly a decrease in tone and inhibition of peristaltic 
movement. In 75 per cent of the animals the am- 
plitude of intestinal movement either remained as 
before the injection or decreased somewhat. The 
average decrease was 3.6 mm. In 25 per cent of the 
animals there was an increase in the amplitude of 
intestinal movement averaging 5 mm. In six of 
nine animals with obstruction, noticeable decreases 
in intestinal tone followed the injection of the ex- 
tract. In four animals the average decrease in tone 
was 9.2 mm. The two other animals showed un- 
measured decreases. Only one animal showed an 
increase in tone. 

Physostigmine caused an increase in the blood 
pressure and in the tone of the intestine in all of 
the animals except one. In the one exception there 
was a decrease of 10 mm. in the intestinal tone 
lasting twenty minutes. The average increase in 
tone in fourteen animals in which the effect was 
seen was 26 mm. The injection of the physostigmine 
characteristically increased intestinal movement. 
The average increase in amplitude of the movements 
The effect of physostigmine on the 


Was 3.9 mm. 
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intestine of animals with obstruction was an in- 
crease in both the tone of the intestine and the 
amplitude of the contraction. In ten animals there 
was an average increase in tone of 10.7 mm. In 
three, the tone of the intestine was unaffected. In 
four, the tone fell, but the average decrease was 
only 4 mm. In seven animals a definite increase i) 
movement was noted. The average was 3.8 mm 
In six animals, movement of the intestines was 
unaffected. 

Cholin produced a rather rapid decrease in the 
blood pressure. Its effect on intestinal tone ani 
motility was inconstant and insignificant. In onl; 
one of four animals was an increase in tone noted 
and this was relatively slight, being only 8 mm. 

Acetyl cholin produced a marked decrease in the 
blood pressure averaging 66.6 mm. Its effect o1 
the intestinal tone was variable. In 40 per cent oi 
the animals there was an increase averaging 21 mm., 
and in 60 per cent a decrease averaging 6 mm. 

Pitocin produced no constant effect on the in- 
testine. 

Peristaltin produced no effect on the intestine in 
four animals and a decrease in the intestinal move 
ment averaging 8.3 mm. in six animals. In animals 
with obstruction the effect exerted on the intestin 
by peristaltin was inconstant with respect to both 
tone and amplitude of movement. Three animals 
showed an increase in tone, one showed a distinct 
decrease, and one showed no effect. 

Sodium chloride produced a progressive increase in 
the tone and the motility of the intestine in both 
normal anirnals and animals with obstruction. 


Schoemaker, J.: Periduodenitis. 


Surg., Gynec. ¢ 
Obst., 1930, li, 840. 


Schoemaker defines periduodenitis as a periduo 
denal condition characterized by adhesions of two 
types—thick, cord-like structures, and thin, delicate 
veils. The former are usually secondary to an active 
or healed inflammation of the gall bladder, ulcer oi 
the stomach or duodenum, appendicitis, or a pre- 
vious operation in the region in which they are found. 
The latter occur most commonly on the duodenum, 
from which they spread to the large and small omen 
tum. Occasionally they extend to the pylorus, bu! 
they almost never involve the stomach. Duval calls 
them ‘essential adhesions” because no etiologica! 
factor is apparent. Their pathological significance is 
controversial, but Schoemaker believes that the, 
may be the cause of a syndrome simulating peptic 
ulcer distress. He is of the opinion that two factors 
are involved in their etiology: (1) the pericolic mem 
brane or so-called ‘‘ Jackson’s membrane”’ (of whic! 
the periduodenal membrane may be a continuation), 
and (2) the so-called “‘red stomach,” a condition duc 
to engorgement of the serosal capillaries of the pylori: 
antrum in which no leucocytic infiltration, oedema, 
or new connective tissue formation is found. 

Surgery is contra-indicated in periduodenitis. Th: 
treatment should be along medical and psychother: 
peutic lines. Jacos M. Mora, M.D. 























Strauss, A. A., Bloch, L., Friedman, J. C., Meyer, 
J., and Parker, M.L.: Subtotal Gastrectomy for 
Duodenal Ulcer. J. Am. M. Ass., 1930, xcv, 1883. 

This article is based on 221 subtotal gastrectomies 
for duodenal ulcer in which there were 12 deaths, a 
mortality of 5.4 per cent. 

From four to six monthsafter subtotal gastrectomy, 
gs per cent of the patients were able to work full 
time; they were free from symptoms, required no 
medication, and showed a gain in weight of from 15 
to 50 lb. 

The acidity following the gastrectomy in the cases 
reviewed corresponded to that reported by Berg and 
Lewisohn. Two weeks after the operation the free 
acid ranged from 10 to 15 and the total acidity from 
25 to 30 in 5 per cent of the cases, and in the re- 
maining 95 per cent there was no free acid and the 
total acidity ranged from 5 to ro. 

In every case of duodenal ulcer medical treatment 
should be given first. However, if roentgen examina- 
tion shows a clover-leaf deformity little can be ex- 
pected from medical treatment, the majority of such 
deformities being due to an ulcer of the posterior 
wall of the duodenum penetrating into and adhering 
to the pancreas. The penetration produces con- 
traction of the duodenum, the surrounding mesen- 
tery, the hepatoduodenal ligament, and the capsule 
of the pancreas with resulting dilatation, diverticula- 
formation, and deformity of the duodenum about 
the point of contraction. 

When young patients with a history of severe 
hemorrhage come for treatment with a second 
hemorrhage, the authors give an immediate blood 
transfusion. If the bleeding stops, a subtotal gas- 
trectomy is done after from ten to fourteen days. 
A second blood transfusion is given just before the 
operation, and a third immediately after it, if neces- 
sary. In the cases of patients from fifty to seventy 
vears of age who come for treatment with a severe 
hemorrhage the bleeding usually continues because 
of a more or less advanced arterio-sclerosis. Many 
such cases require an operation within from twelve 
to twenty-four hours, preceded and followed by 
blood transfusion. 

When the duodenum is lifted into view at opera- 
tion it usually presents punctiform hemorrhages on 
its anterior wall, which are similar to the conjunc- 
tival injection caused by a cinder in the eye. The 
punctiform hemorrhage is pathognomonic of duo- 
denal ulcer and occurs following simple exposure of 
the duodenum to the air. When the involved area is 
further irritated with the gloved hand or a sponge, 
the punctiform hemorrhage becomes more marked. 
It is due to the increased vascularity produced by 
the chronic duodenitis. In the absence of punctiform 
hemorrhage, the authors doubt the presence of a 
duodenal ulcer. If a clover-leaf deformity is shown 
in the roentgenogram the corresponding deformity 
can be seen clearly in the duodenum. ‘There is 
usually a contraction with one or two diverticula 
above it. The head of the pancreas is harder than 
normal and tightly adherent to the pyloric ring or 
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the first portion of the duodenum. ‘The adhesion 
always means an ulcer of the posterior wall of the 
duodenum penetrating into the head of the pancreas. 
The peritoneum surrounding the duodenum and the 
hepatoduodenal ligament are adherent and markedly 
thickened. The stomach wall is thickened in its 
lower third and sometimes its lower half, and if the 
deformity of the duodenum is very severe the 
stomach is usually hypertrophied and oedematous 
and the clinical picture of subacute and chronic 
gastritis is presented. The authors found a pene- 
trating ulcer of the posterior wall of the duodenum 
in more than 70 per cent of their cases coming to 
operation. 

In the treatment, all pathological tissue, including 
the first portion of the duodenum and the lower half 
of the stomach, should be removed. When about 60 
per cent of the stomach is removed, the emptying 
time of the stomach is from thirty to fifty minutes. 

In performing a subtotal gastrectomy the authors 
use a no-clamp method of the Pélya type. 

Cuartes F. DuBots, M.D. 


Bargen, J. A., Rosenow, E. C., and Fasting, G. F. C.: 
Serum Treatment for Chronic Ulcerative 
Colitis. Arch. Int. Med., 1939, xlvi, 1048. 


The authors have reported previously on the use 
of specific vaccines and serum as part of the treat- 
ment of chronic ulcerative colitis and have de- 
scribed the type of case most suitable for treatment 
with specific vaccines. They have found whole im- 
mune horse serum unsatisfactory because of the 
frequent severe ‘‘serum sickness” which follows its 
administration in doses suflicient to produce results. 
As the course of the disease has been favorably 
influenced by serum in the cases of many very sick 
patients, it is urgent that the factor which causes the 
distressing serum sickness be reduced or, if possible, 
entirely removed. 

Felton prepared a satisfactory product for use in 
pneumonia by a simple method of concentration 
of anti-pneumococcus serum. Following his sug- 
gestions, Fasting prepared an antibody solution 
from whole serum of chronic ulcerative colitis by 
methods somewhat similar to those used by Felton, 
but in many essentials more satisfactory for the 
authors’ purposes. 

One part of immune serum is diluted with 10 parts 
of acidulated 5 per cent ether water. The reaction 
is kept at a hydrogen-ion concentration near pH 7.0. 
At this hydrogen-ion concentration, immune chronic 
ulcerative colitis serum yields a modified euglobulin 
containing essential antibodies. This euglobulin, 
which settles out in a few hours, is collected and then 
dissolved in a mixture of glycerine and salt. The 
glycerine and salt mixture is of a sufiiciently high 
concentration to act as a preservative. ‘The con- 
centrated material is diluted with water and 


brought to a hydrogen-ion concentration of pH 7.8. 
The refined serum used for injection in clinical cases 
contains about 2 mgm. of nitrogen per cubic centi- 
meter. 
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As this material has yielded strikingly successful 
results with absence of the former distressing sys- 
temic serum effect, the authors have been led to 
extend its use from the severe cases of acute illness 
to the more chronic and more resistant cases. In 
the strictest sense, there is no such condition as 
“acute” ulcerative colitis of this bacterial type. 
It is merely a matter of degree of chronicity. This 
fact must be kept in mind in the treatment. 

The antibody euglobulin solution has now been 
administered in approximately 200 cases of chronic 
ulcerative colitis. It is given deeply into the muscles. 
The authors believe that some of the cases have been 
under observation sufficiently long to justify an 
expression of opinion as to the value of the treat- 
ment. Accordingly, they report the first 50 con- 
secutive cases in which the concentrated serum or 
antibody solution was employed. 

The 50 patients ranged in age between sixteen 
and sixty years, but 27 of them were under the age 
of thirty. The duration of the disease varied from 
six months to eighteen years, but in only 9 cases 
had symptoms been present for less than a year. 
In 33 cases the entire large intestine or the large 
intestine and the terminal portion of the ileum 
were involved by the infection. In 5, the involve- 
ment of the large intestine extended from the anus 
to the hepatic flexure; in 2, from the anus to the 
splenic flexure; and in 5, from the anus to the 
middle of the descending colon. In only 5 was there 
no evidence of the disease in roentgenograms made 
after a barium enema. ‘The degree of anemia in 
most of the cases suggests the severity of the dis- 
ease. In 17 cases there were complications, includ- 
ing such conditions as multiple polyposis, rectal 
stricture, perirectal abscess, severe intestinal hemor- 
rhage, arthritis, erythema nodosum, endocarditis, 
and duodenal ulcer. It is impossible to evaluate 
the effect which these conditions had on the progress 
of the disease or its treatment without personal 
observation of the patients, but is evident that in 
some instances they had a profoundly unfavorable 
effect on the results of the treatment. However, 
of the 24 patients who became free from symptoms, 
only 4 had complications, and in these the compli- 
cations were of the less severe type. The suggestion 
is ventured that patients with uncomplicated 
chronic ulcerative colitis are best treated by at- 
tempts to immunize them against the causative 
organism. The results from this form of treatment far 
surpass those of other methods, including operation 
and irrigation of the colon with medicated solutions. 

All of the patients are living more than a year 
after treatment with the antibody solution except 
one who died following operation for a ruptured 
appendix several months after becoming free from 
the symptoms of chronic ulcerative colitis. 

Twenty-four patients became free from symp- 
toms; 13 became from 75 to 90 per cent well, and 
6 were benefited at least 50 per cent. In only 7 
cases was the treatment followed by only slight or 
no change. These 7 cases were either severe, long- 
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standing cases with extensive involvement of the 
colon and destruction or with serious complications 
such as multiple polyps or stricture. 

Certain factors seemed to have a bearing on the 
recurrence of symptoms after the patients had be 
come clinically well. One of the most important 
seemed to be failure to remove possible foci of in 
fection. Acute infections of the upper part of the 
respiratory tract are poorly borne by patients who 
have had chronic ulcerative colitis. The extent of 
involvement, the length of time a patient had the 
disease, and the patient’s age and resistance to 
infection were factors bearing on recurrence. Cases 
of the so-called hemorrhagic type, in which severe 
hemorrhages occur, respond poorly and are prone 
to progress unfavorably. The functional end 
result must not be lost sight of. Whereas in some 
of the cases classified only as “benefited” the 
progress of the infection has undoubtedly been 
checked, strictures and diffuse narrowing of th 
colon interfering materially with proper absorption 
and elimination cause difficulty even when thi 
general condition is excellent. 

The authors believe it is incorrect to speak of 
“curing” chronic ulcerative colitis; that “control 
ling” is the proper expression. As in many other 
devastating infections, the patients are always 
obliged to do certain things for their future welfare 
Therefore it seems important for those who have 
overcome an attack of chronic ulcerative colitis to 
receive the vaccine periodically. Just how often 
the treatments should be repeated is still prob 
lematical. 

Recently, with aging of the serum and improve 
ment in methods of precipitation, the authors have 
obtained a more rapid response than in the cases 
reported in this article. However, it is still too soon 
for the permanent results of the method to be known. 


Larimore, J. W.: Roentgenology of the Appendix. 
Surg., Gynec. & Obst., 1930, li, 810. 

Chronic appendicitis frequently creates a clinical 
syndrome simulating the syndrome of duodenal ul- 
cer which can be differentiated only by roentgen 
examination of the gastro-intestinal tract. As it ap- 
pears that the normal human appendix has a vigor- 
ous motility and therefore may empty itself of ba- 
rium before roentgenograms can be made, non-visu 
alization upon repeated observations may be taken 
to indicate pathological occlusion only when it is 
supported by secondary signs. Chief among the lat 
ter is tenderness. Visualization gives evidence o/ 
pathological change only by revealing an altere«| 
structure. 

In a series of 4,049 complete roentgen examina 
tions of the gastro-intestinal tract, significant appen 
diceal findings were associated almost 5 times as often 
with visualization as with non-visualization. Definit« 
signs of pathological change were found in 50 per cent 
of appendices which were visualized and in only 5.3 per 
cent of those which were not visualized. Structura! 
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changes of the appendix are revealed by the shape of 
the barium-filled lumen. Pathognomonicofanatomical 
change are strictures, filiform reduction of the lumen, 
stiffening of the wall, and bulbous distention which 
may become cystic dilatation. However, these find- 
ings alone are not conclusive evidence of clinical ap- 
pendicitis as they may be only residual. 

Abnormal position of the appendix, impairment of 
appendiceal motility, and retained fecal masses 
which may later precipitate an acute attack of ap- 
pendicitis can be well demonstrated with the roent- 
gen ray. In appendiceal abscess there is a palpable 
mass which on fluoroscopic examination is found to 
be situated in the appendiceal area, to displace the 
terminal ileum, and to deform the cecum. 

As the findings of roentgen examination in 358 
cases were confirmed at operation, the author con- 
cludes that the use of the roentgen ray in the diag- 
nosis of appendiceal conditions is justified. 

WILBur BaiLey, M.D. 


Richard, A., and Asselin, J.: Twenty-Four Cases 
of Appendicitis with Peritonitis. A Com- 
parative Study of the Treatment and the 
Postoperative Course (24 observations de périto- 
nite appendiculaire. Etude comparative du traite- 
ment et des suites opératoires). Bull. et mém. Soc. 
nat. de chir., 1930, lvi, 1050. 

The cases reviewed, all those of children, are 
divided into two groups. ‘Those of the first group 
were treated by the author according to the pro- 
cedure advocated by Ombrédanne, the chief feature 
of which is closure of the peritoneum without drain- 
age. Those of the second group were operated upon 
by other surgeons who employed what might be 
termed routine methods such as tube drainage. 

The authors’ method includes: (1) removal of the 
appendix regardless of the stage of the disease in 
which the case is seen; (2) meticulous protection of 
the abdominal wound and the surrounding peri- 
toneal surfaces during the operation; (3) mechanical 
cleansing of the field after removal of the appendix; 
(4) lavage of the surfaces with ether; and (5) closure 
of the peritoneum without drainage in most cases, 
closure of the peritoneum with drainage of the 
abdominal wall in others, and the application of a 
Mikulicz tampon in a few cases. 

The peritoneum is closed routinely in all cases 
during the second or third day, that is to say, when 
there is a diffuse purulent peritonitis without nec- 
rotic lesions. Experience has shown that when this 
is done the postoperative course is smoother, the 
general condition is better, and complications are 
less frequent than when drainage is employed. It is 
of little importance whether the muscles and skin 
are closed or not. Often it is best to close only the 
peritoneum in order to avoid suppuration in the 
abdominal wall. 

When the peritonitis has gone to the fourth day 
and necrosis of the peritoneum has occurred, it is 
necessary to decide between complete closure and 
the application of a Mikulicz drain. The latter 
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course is the more prudent. A tube, rubber tissue, 
and gauze strip, are believed to be valueless and 
even dangerous. A tube should be employed only 
when an abscess has formed. 

All of the authors’ patients recovered. In every 
case the postoperative course was very smooth and 
recovery very prompt. 

It appears that postoperative eventration is less 
to be feared after Mikulicz drainage than after tube 
drainage. 

In the cases which were treated by surgeons 
making free use of drainage, usually of the iliac 
fossa and the cul-de-sac, convalescence was pro- 
longed by continued fever and persistent wound 
suppuration. Hernie were frequent. In the one 
fatal case only drainage of the abdomen was done 
at first. Secondary abscesses followed, and the 
patient succumbed after removal of the appendix 
and the application of a Mikulicz drain. 

ALBERT F. DE Groat, M.D. 


Deaver, J. B.: Cancer of the Rectum. Surg. Clin. 
North Am., 1930, X, 1235. 

Deaver urges early diagnosis and treatment of 
cancer of the rectum. He says that irritation in the 
form of chronic ulcer, fistula, fissure, stricture, or 
simple tumor is an etiological factor. In the majority 
of cases the lesion begins as a simple adenoma. 

The early symptoms are not impressive. A his- 
tory of alternating attacks of constipation and 
diarrhoea in a person past middle age is suggestive 
of cancer. Blood and mucus in the stools are sig- 
nificant objective findings. The most common can- 
cers of the rectum are adenocarcinomata of the 
papilliferous, adenoid, or mucoid variety. 

Rectal cancer occurs most frequently at the recto- 
sigmoid juncture where it soon produces stenosis. 
Its least frequent site is the anus. Cancer of the 
ampulla is most insidious in its onset and progress. 

Cancer spreads outside the rectal wall through 
efferent lymphatics connecting with an extramural 
lymphatic system. Other plexuses then establish 
extensive and intimate communications with im- 
portant neighboring organs. Portal emboli pro- 
duce metastasis to the liver. 

The treatment is surgical. Most cases come for 
treatment after they are well advanced. In ad- 
vanced cases all that can be done is colostomy. 
Radium therapy is usually ineflicacious as the most 
common type of rectal cancer, the adenocarcinoma 
is the most resistant type. 

In Deaver’s series of operable cases, the Kraske 
operation with certain modifications was the pro- 
cedure of choice. NATHAN N. Croun, M.D. 


Hayden, E. P., and Shedden, W. M.: Carcinoma 
of the Rectum; A Study of 300 Cases. Surz., 
Gynec. & Obst., 1930, li, 783. 

The authors review 303 cases of cancer of the 
rectum in which a clinical diagnosis was made in the 
period between 1912 and 1928. They state that the 
most dangerous precancerous lesion in the rectum 
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is the adenomatous polyp. Rectal cancer is most 
common in the fifth decade of life. 

Of the cases reviewed, a family history of cancer 
was given in only 7 per cent. Of tor cases in which 
the cancer was graded, malignant adenoma and 
adenocarcinoma Grade 1, the two lowest grades of 
malignancy, were found in 77 per cent. 

In the diagnosis, biopsy is always advisable and 
never harmful. A change in bowel habits, bleeding, 
and rectal pain should always suggest the possibility 
of cancer even when hemorrhoids are visible. In 
95 per cent of the cases digital examination is 
sufficient for the diagnosis. 

Every cancer of the rectum is operable if it is 
discovered early enough. Rectal cancer remains 
operable longer than most other cancers. Obstruc- 
tion necessitating emergency colostomy is rare. 
Colostomy is always necessary as an adjunct to 
radical operation. 

Of the entire series of patients whose cases are 
reviewed, only 21 who had a positive pathological 
diagnosis of cancer are alive without symptoms. 
’ All of the latter were subjected to a complete opera- 
tion. 

A radical resection by one of several methods 
and including colostomy offers the best, and prac- 
tically the only, chance of cure. In the cases re- 
viewed, radical operation definitely prolonged the 
life of 42 patients who ultimately died of recurrence. 

Radium and the X-ray as used at present must 
be considered purely palliative agents in cancer of 
the rectum. In the cases reviewed the patients re- 
ceiving no treatment lived about the same length of 
time as those treated by irradiation. Changes in the 
technique of irradiation may in the future improve 
the results. 

Surgical diathermy is of value to reduce the bulk 
of an inoperable growth. 


Cutting, R. A.: Carcinoma of the Anus and Rec- 
tum. Am. J. Surg., 1931, X, 547- 


Polyps and rectal adenomata are predisposing 
causes of rectal cancer. 

The early symptoms of rectal cancer depend upon 
whether there is ulceration stenosis or tumor forma- 
tion. They consist of changes in bowel habits— 
constipation, morning diarrhoea, discomfort in rec- 
tum, pain (early in anal cancers, infrequent in 
growths above the anus), and bleeding. 

More than 50 per cent of rectal cancers are in- 
operable when they are first diagnosed. The average 
duration of the symptoms before diagnosis is from 
nine to twelve months. There are 2 types of growth, 
a single elevated ulcer with a necrotic crater and a 
normal periphery, and a firm granular bleeding mass 
growing into the lumen, which has an indurated 
base. 

The modes of extension are direct extension 
through the mucous and submucous layers, exten- 
sion by way of the veins, and extension by way of 
the lymphatics. Direct extension occurs circum- 


ferentially and is roughly commensurate with the 
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duration of the disease. A growth involving three 
fourths the circumference of the bowel has probabl\ 
been present for more than a year. As a rule the 
fascia propria is invaded only after the growth has 
attained this size. Venous extension is rare. To pre 
vent lymphatic extension, the ischiorectal fat, the 
levator ani muscles, the retrorectal lymph glands 
and pelvic mesocolon must be removed. 

The average duration of life in cases of untreate: 
rectal cancer is twenty-one months. In the cases 
of patients under thirty years of age no cures ar 
obtained. Diffuse lymphatic involvement and fixa 
tion do not indicate inoperability as metastasis 
usually occurs late. In 68 per cent of a series of case: 
coming to autopsy no lymph-gland or perirecta! 
tissue involvement was found. A marked tendency 
toward mucus production indicates relative be 
nignancy. 

The Jones 1-stage abdominoperineal operation 
and the Coffey 2-stage procedure are described and 
Rankin’s review of 600 cases in which these 2 opera 
tions, colostomy, posterior resection, and the loca! 
Quénu-Tuttle perineal excision were employed is 
cited. Harry C. SALtzsTEIn, M.D. 


Gordon-Watson, Sir C.: The Treatment of Cancer 
of the Rectum with Radium. Brit. M.J., 1930 
ii, 941. 


If radium irradiation is to supplant surgery in the 
treatment of rectal cancer it must be able to cure the 
disease without a permanent colostomy and leave a 
rectum which can function. According to the find- 
ings of Dukes with regard to the spread of cancer of 
the rectum, lymphatic invasion does not occur until 
the lesion has penetrated through the longitudinal 
coat, and the main line of spread is into the retro- 
rectal space and upward. In a few cases of early mo- 
bile carcinoma of the rectum in which it was tried, 
local resection gave remarkably good end-results. 
Therefore, though the evidence seems to be that ra- 
dium irradiation will destroy an early rectal growth 
without interfering with function, it will be difficult 
to prove that radium treatment is superior to local 
resection in the early stages of the lesion. 

In a comparison of surgery and radium irradiation 
in early rectal cancer it is necessary to consider also 
the variability of response of adenocarcinoma to ra- 
dium. Small growths may be destroyed by radium 
irradiation with little or no deformity, but the ulti 
mate results as regards function depend upon the 
degree of deformity and fibrosis. Overdosing may 
cause undesirable sequelz. On the other hand, sepsis 
in local resections may narrow the lumen of the rec 
tum quite as often as fibrous strictures from irradia- 
tion. The arguments in favor of radium are more 
important when radical excision rather than loca! 
resection is considered. The choice of treatment would 
be easier if adenocarcinomata could be graded ac- 
cording to radiosensitivity. 

In five and one-half years ending June 1, 1930, 121 
cases of cancer of the rectum, the majority of which 
were regarded as inoperable, were treated with ra 























dium. During the same period over 60 cases were 
treated by surgery. In a considerable number of the 
latter the operation was limited to colostomy on 
account of the presence of secondary deposits. The 
number of operable cases which have been treated 
by irradiation is too small and the duration of time 
since the treatment too short to permit a definite 
vpinion as to the end-results. 

The difficulties encountered in efficient irradiation 
are principally anatomical difficulties interfering with 
suitable access and the radioresistance which seems 
io be greater in columnar-cell carcinoma than in 
other types. In general, the filtration has been in- 
creased from 0.5 or 0.6 mm. to 0.8 mm. of platinum. 
\ ten-day exposure with constant intensity is the 
method of choice. 

Disadvantages of radium treatment are that two 
months or more are required for disappearance of the 
lesions, chronic infection occasionally renders it difti- 
cult to determine whether recurrence or inflamma- 
tion is present at the site of the lesion, and healing 
of the operative wound made for insertion of the ra- 
dium from behind is long delayed. In cases of op- 
erable lesions involving the perineal portion of the 
rectum, exclusive of anal carcinoma, radium should 
be used only if surgery is refused or contra-indicated. 
A considerable number of higher lesions have been 
treated by the transperitoneal route with the use of 
radon seeds in preference to radium needles because 
the former cause less disturbance to the peritoneum. 

The use of radium in an advanced growth in the 
upper part of the rectum or the lower portion of the 
sigmoid is entirely justified. Squamous-cell carcino- 
mata of the anus which have not infiltrated deeply 
into the ischiorectal fossa and have not invaded the 
inguinal glands seem to be amenable to interstitial 
irradiation with the possibility of immediate initial 
cure. 

In advanced inoperable cases it is questionable 
whether irradiation adds anything to colostomy since 
marked improvement often follows colostomy alone. 
The problem in irradiation is to secure adequate and 
uniform treatment. According to the findings in the 
particular case, the treatment indicated is the trans- 
peritoneal introduction of radon seeds or radium 
needles, the mesorectum also being treated, or pos- 
terior barrage, vaginal irradiation, intrarectal seeds, 
or a combination of these methods. The author cites 
a case of advanced carcinoma in a patient aged thirty- 
six years in which the prognosis was very grave, but 
the patient was entirely well eighteen months after a 
total combined dose of 15,000 mg.-hrs. 

Borderline cases offer a fertile field for irradiation. 
In general, the use of radon seeds seems less dependa- 
ble than constant irradiation with radium element, 
but a combination of the two decreases the dosage. 
Primary irradiation, if unsuccessful, increases the 
radioresistance. 

In conclusion the author says that actively grow- 
ing carcinomata in young persons respond well to 
radium irradiation whereas slowly growing carcino- 
mata in elderly persons are more resistant. If a 
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growth adequately treated with radium shows little 
evidence of retrogression after two months, further 
irradiation will probably be useless. Secondary irra- 
diation is of less value than primary irradiation. In 
the abdomen and within the lumen of the rectum, 
radon is of more value than radium. In inoperable 
cases, radium irradiation is a good palliative meas- 
ure, sometimes resulting in operability with a hope 
of cure. Patients with epithelioma of the anus are 
benefited by irradiation treatment. 
A. JAmes LARKIN, M.D. 


Aufses, A. H.: Skeletal Metastases from Carcinoma 
of the Rectum: Report of Eight Cases. Arch. 
Surg., 1930, xxi, Pt. 1, 916. 

Aufses adds eight cases of rectal carcinoma com- 
plicated by skeletal metastases to the sixteen re- 
ported in the literature. In the main, the most com- 
mon sites of the metastases in the twenty-four cases 
were those given by von Recklinghausen. Given in 
decreasing order of frequency, they were the ver- 
tebre, femur, ribs, skull, sternum, humerus, pelvis, 
sacrum, radius, scapula, and ulna. In rectal cancer, 
bone metastases occur late, but with sufficient fre- 
quency to make their early diagnosis of importance 
for the relief of pain and the prevention of fractures. 

Jacos M. Mora, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Edington, G. H., and McCallum, G.: The Occur- 
rence of ‘‘White Bile’’ in Gall-Stone Obstruc- 
tion: Note of a Case. With a Histological Note. 
Glasgow M.J., 1930, cxiv, 257. 

Edington and McCallum report a case of obstruc- 
tive jaundice of two months’ duration in which there 
was an impacted gall stone in the lower part of the 
common duct. The duct was found on laparotomy 
to be widely dilated and distended by “white bile” 
which was bacteriologically sterile. The gall bladder 
was contracted, chronically inflamed, and packed 
with stones, and showed empyema. The liver pre- 
sented fatty infiltration, areas of necrosis, and bile 
casts in the bile capillaries. ‘The patient died on the 
table. The postmortem pathological report con- 
firmed the operative findings. 

Reports in the literature seem to warrant the fol- 
lowing conclusions as to the production of “white 
bile:” 

1. Whether the gall bladder is diseased or not, 
the initial rise of pressure in the obstructed common 
duct impairs the power of the liver to send down 
further supplies of bile. 

2. The subsequent fall of pressure in the common 
duct is due to impairment or failure of the propulsive 
power of the liver. 

3. The presence of bile in the urine and of icterus 
shows that the secretory activity of the hepatic cells 
is not lost. 

4. The delay in the re-appearance of bile in the 
discharge after relief of the obstruction and the 
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establishment of drainage is due to the time required 
for recovery from the impairment of function. 

5. The “‘white bile” is due to secretion from the 
duct wall, and the disappearance of bile elements 
from it is due mainly to absorption by the duct wall. 

These conclusions do not solve the problem of the 
clinical infrequency of ‘‘white bile” or explain the 
general effect on the’ patient of the accompanying 
derangement of liver function. 

ELIZABETH CRANSTON. 


Rich, A. R.: The Pathogenesis of the Forms of 
Jaundice. Bull. Johns Hopkins Hosp., Balt., 1930, 
xlvii, 338. 

In discussing previous studies of jaundice, Rich 
states that it has been definitely shown that bilirubin 
is formed outside the epithelial cells, especially in 
the bone marrow, spleen, and liver, and that the 
reticulo-endothelial cells are responsible for its pro- 
duction. The only known source of bile pigment is 
hemoglobin. 

Theoretically, jaundice may develop under the 
following conditions: (1) if the threshold of the 
liver for bilirubin excretion becomes greatly raised, 
(2) if bilirubin is produced faster than normal liver 
cells can excrete it, (3) if the excretory mechanism 
of the liver is so disturbed that the amount of bili- 
rubin normally produced cannot be satisfactorily 
removed from the blood, and (4) if any combination 
of these conditions occurs. The first and second 
possibilities are more or less theoretical. It is known 
that the liver is capable of excreting a much greater 
quantity of bilirubin than it is normally called upon 
to excrete. Undoubtedly disturbances of the excre- 
tory mechanism of the liver may lead to jaundice. 
A decrease in the excretory power of the liver cannot 
occur without a loss of cells from necrosis. As a rule, 
jaundice is due to an increase in the amount of 
bilirubin associated with a decrease in the function 
of excretion of the liver. 

The van den Bergh test is of value in differentiat- 
ing cases with retention of bilirubin in the plasma 
from those with regurgitation of bile pigment after 
its excretion by the liver. The direct van den Bergh 
test indicates that whole bile containing bile acids 
and cholesterin as well as bilirubin has been re- 
gurgitated into the blood stream. In such cases 
there is either obstruction of the ducts or necrosis 
of the liver cells which permits bile to escape from 
the canaliculi into the blood. The indirect van den 
Bergh reaction shows the presence in the blood of 
bilirubin which has not been removed by the liver. 

The author believes that the old classification of 
jaundice into the obstructive and non-obstructive 
types should not be used. He prefers to classify it 
as: (1) retention jaundice, in which the van den 


Bergh test shows an indirect reaction and the stools 
and urine show an increased amount of urobilin, 
and (2) regurgitation jaundice, in which there is a 
direct van den Bergh reaction, the stools contain a 
decreased amount of urobilin, and the urine con- 
tains bilirubin and bile salts. 
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The causes of retention jaundice, according to 
Rich, are: (1) anoxemia from anemia and chronic 
passive congestion; (2) febrile disease from anemia 
and pulmonary consolidation; (3) immaturity of the 
liver cells in the newborn; or (4) an undetermined 
cause such as is responsible for the jaundice associ- 
ated with Hanot’s cirrhosis. 

In all of the various types of anemia seen both 
clinically and experimentally, atrophy of the 
efferent vein of the liver lobule is found. The find 
ings are similar in chronic passive congestion and in 
experimental animals subjected to a lowered oxygen 
tension. The author therefore believes that the 
atrophy of the efferent veins is dependent upon 
anoxemia. He emphasizes, however, that jaundice 
will occur in this condition only if there is an over 
production of bilirubin associated with a decrease 
in the function of the liver. Of a group of cases oi 
paroxysmal hemoglobinuria, jaundice occurred onl\ 
in those in which the anemia was marked. In 
cardiac decompensation with chronic passive con 
gestion there is an increase in the bilirubin content 
of the blood. The jaundice which follows pulmonar, 
infarction in chronic passive congestion associated 
with cardiac decompensation is due to increase 
anoxemia. 

In febrile conditions there is a depression of the 
function of the liver, but this produces jaundice 
only when the bilirubin content of the blood is in 
creased. When, in the febrile hemolytic anamias 
the effect of the fever is added to the depressing 
effect of the anemia, the liver may be rendered in 
capable of excreting the excess of bilirubin. Jaun 
dice may then appear. The jaundice which occurs 
during the course of lobar pneumonia is attributed 
by the author to the febrile reaction and the anoxx- 
mia. Icterus neonatorum is the result of a marked 
increase in the bilirubin content of the blood and 
depressed function of the liver. 

In considering regurgitation jaundice, it is impor 
tant to bear in mind the fact that many agents pro 
duce localized “‘zonal”’ damage in the liver. Chloro 
form, carbon tetrachloride, and arsphenamine cause 
central necrosis in the lower lobe; infectious agents 
attack primarily the midzonal portion of the lobule; 
and eclampsia affects the periportal region. In 
regurgitation jaundice there is a lesion in the biliary 
system and rupture of the canaliculi results from in- 
creased pressure due to obstruction or from necrosis 
of the hepatic cell. ALTon OcuHsner, M.D. 


Rowlands, R. P.: Obstructive Jaundice. 
Gynec. & Obst., 1930, li, 844. 


Surg.. 


Obstructions of the common bile duct or the com 
mon hepatic duct producing jaundice are varied and 
numerous. They may arise within the lumen or wal! 
of the duct or outside the duct. 

Early operative interference is indicated in all 
cases of obstructive jaundice as its risk is small com 
pared with its usual beneficial effect. As operations 
for the relief of jaundice are rarely urgent, thorough 
pre-operative preparation is possible. 
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To determine whether a stone is present in the 
common duct it is sometimes necessary to perform a 
choledochostomy. If a stone is found, it may usually 
be removed through an incision made in the supra- 
duodenal portion of the duct, but when it is firmly 
impacted the use of a retroduodenal or transduodenal 
route may be necessary. 

In obstructive jaundice in which the cause is ir- 
removable and the gall bladder is distended with bile, 
cholecystogastrostomy is indicated because of the 
ease with which it may be done and because it is less 
liable to be followed by ascending infection of the 
liver than an operation shortcircuiting the gall 
bladder to the duodenum, jejunum, or colon. 

In a few selected cases, especially those of pan- 
creatitis associated with cholecystitis, thickening of 
the gall-bladder wall, and contraction of the gall 
bladder in a very sick patient, cholecystostomy is 
the operation of choice. 

When the gall bladder is not available for anasto- 
mosis, either the choledochus or the common hepatic 
duct may be joined to the duodenum by a lateral or 
end-to-side anastomosis over a rubber tube. When 
the common duct is explored, the author always 
drains it through a tube led out of the abdominal 
cavity through a stab wound. 

The after-treatment is important because of the 
low vitality of the tissues which predisposes to her- 
niation and because of the decrease in liver function. 

The mortality of cholecystogastrostomy is under 
10 per cent. While shortcircuiting operations may be 
beneficial only temporarily, they afford comfort and 
prolong life. STANLEY H. Mentzer, M.D. 


Miller, S. R., and Waters, C. A.: Intravenous 
Cholecystography and Liver-Function Deter- 
mination: Clinical and Roentgenological 
Value. South. M.J., 1930, xxiii, 1079. 


Cholecystography is primarily a study of the func- 
tion of the liver and gall bladder rather than an 
examination for liver or gall-bladder disease. ‘The au- 
thors have found that the intravenous administra- 
tion of the dye usually does not cause a dangerous 
reaction and produces more dependable cholecysto- 
grams than are obtained from the oral administra- 
tion of the dye. Any reactions that may occur are 
manifested by a diffuse erythema, urticaria, or a drop 
in the blood pressure and are promptly relieved by 
adrenalin. The nausea, vomiting, and diarrhoea 
which frequently follow the oral administration of 
the dye do not occur when the dye is given intra- 
venously. The intravenous administration of the 
dye should be used only by those who have mastered 
the technique of intravenous therapy. By such, it 
may be employed in office practice. The authors use 
2 gm. of phenoltetra-iodophthalein, regardless of the 
body weight. 

One hundred and thirty-one consecutive cases in 
which the intravenous technique was used are re- 
viewed. Patients with severe jaundice due to cholan- 
geitis, stone in the common duct, and severe liver 
damage due to arsphenamine were examined with- 
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out causing any reaction. Venous thrombosis fol- 
lowed the procedure in 2 cases, but in both of these 
the examination was technically difficult. Of 24 
cases which came to operation, the X-ray diagnosis 
was confirmed in 20 (83.3 per cent). Of the 107 non- 
operative cases, the clinical and X-ray findings agreed 
in go (89.7 per cent). Ear O. Latimer, M.D. 


Feldman, M.: Cholecystography: An Analysis of 
500 Cases Observed by Means of the Oral 
Method. Radiology, 1930, xv, 675. 


Although the intravenous method of cholecys- 
tography is slightly more accurate than the oral 
method, the author believes its greater accuracy is 
not sufficient to compensate for the more severe re- 
action it causes. The method employed by Feldman 
is as follows: 

Two flat roentgenograms are first made. From 
12 to 26 5-gr. enteric-coated capsules of tetra- 
iodophenolphthalein are then given, the number de- 
pending on the body weight. At 5 p.m. half of the 
capsules are given together with a fatty meal to 
empty the gall bladder. Two hours later the rest 
are given, 4 every fifteen minutes. No more food 
or fluids are then permitted until after roentgeno- 
grams are taken sixteen hours later. Five roentgeno- 
grams are made, 3 on inspiration and 2 on expiration, 
in order to study the mobility of the gall bladder and 
eliminate the intervening organs. A fatty meal is 
then given and 2 more roentgenograms are made an 
hour later to study the contraction of the organ. 

This technique is sufficiently accurate for varia- 
tions in density of the shadow to aid in the diagnosis 
as in the intravenous method. There are no contra- 
indications to the procedure, no ill effects having 
followed its use in cases of jaundice or pregnancy. 

Of 500 cases examined, a diagnosis of gall-bladder 
disease was made in 287. Of 86 which came to oper- 
ation, the pre-operative diagnosis was found to be 
correct in 81 (94 per cent). In 3 of the § cases in 
which the pre-operative diagnosis was incorrect, the 
error was due to poor filling of the gall bladder, and 
in 2, to faulty interpretation of the roentgenograms. 
The diagnosis was correct most frequently in cases 
showing stone and those in which there was no 
shadow. Maurice L. Date, M.D. 


Rewbridge, A. G., and Halpert, B.: Roentgen- 
Physiological Studies on the Gall Bladder: Ex- 
periments with Lipiodol and Brominol-Light 
on the Dog. Am. J. Roentgenol., 1930, xxiv, 634. 


Following a brief review of the work of other in- 
vestigators along similar lines, the authors report 
studies on direct visualization of the gall bladder by 
withdrawing the gall-bladder contents and replacing 
them with a radiopaque substance. ‘The investiga- 
tions were undertaken to evaluate the available data 
obtained by this method and to gain further infor- 
mation regarding the mechanism of the function of 
the gall-bladder. 

They injected twenty-six laparotomized dogs with 
lipiodol or brominol-light and examined them roent- 
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genographically at intervals thereafter. In most of 
the dogs no shadows were noted after the tenth day 
and it was found that the brominol-light disappeared 
relatively sooner than the lipiodol. At necropsy, 
droplets of lipiodol or brominol-light were found in 
the contents of the gall-bladder in most of the dogs 
in which the shadow had disappeared. The exit of 
lipiodol and brominol-light occurred spontaneously 
whenever the orifice of the cystic duct became the 
lowermost point of the viscus. In dogs in which, for 
some reason, this did not occur, the lipiodol remained 
in the gall-bladder almost indefinitely. 

From their observations the authors conclude that, 
in the dog, the gall-bladder is not completely emptied 
with each meal and probably is never emptied com- 
pletely. Apotex Hartunc, M.D. 


Bernhard, F.: The Dangers of Operations on the 
Bile Ducts, Their Causes and Control, with 
Special Consideration of Postoperative Liver 
Disease (Ueber die Gefahren bei Operationen an 
den Gallenwegen, ihre Ursachen und Bekaempfung 
mit besonderer Beruecksichtigung der postopera- 
tiven Lebererkrankungen). Beitr. s. klin. Chir., 
1930, cl, 82. 

A study of 209 fatalities following 4,557 opera- 
tions on the bile ducts revealed results which differed 
variously from Hotz statistics. Peritonitis, which 
caused one-fourth of all fatalities in Hotz’s cases, 
was responsible for only one-fifth as many in this 
series, falling strikingly behind the other causes of 
death. The number of fatalities from pulmonary 
embolism was highest following cholecystectomy, 
and the number from cholemic bleeding was highest 
after choledochotomy. Manifest icterus was never 
seen in cases in which death resulted from embolism, 
but was always present in those of fatal cholamic 
hemorrhage. The latter observation is easily ex- 
plained. The former suggests that jaundice may 
protect against pulmonary embolism because it is 
associated with a decrease in the coagulability of 
the blood. The deaths from pulmonary complica- 
tions were fewer than half the number computed 
by Hotz, which may be explained by the fact that 
almost all of the patients were of the rural type. 

The postoperative cardiac complications, how- 
ever, seem to be independent of the type of patient. 
Whereas they were in third place in Hotz’s cases, in 
the cases reviewed by the author they came first 
and were responsible for one-fourth of the fatalities. 
In only one-seventh of the cases of death from heart 
failure after operation were definite autopsy findings 
made. As a basis for this surprising fact, the icterus 
must be considered in addition to the anesthesia 
and operation as its damaging effect on the heart 
has been known from experimental and clinical 
observations. In the statistics the relationship is 
clearly apparent since although one-half of all of 
the patients who died were icteric, twice as many of 
those who died from heart failure were icteric, 
icterus being 4 times more frequent in the latter 
group than in the total number of cases. According 
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to the statistics, even the presence of mild icterus 
favors death from cardiac insufficiency. 

Little attention has been paid to death from liver 
intoxication, which in the cases reviewed was as 
frequent as death from cholemic hemorrhage. To 
explain it, Bernhard experimented on animals. He 
found that glycogen deficiency in the liver is re- 
sponsible for the development of postoperative 
liver intoxications and degenerations, and that fol- 
lowing mechanical obstruction of the common duct 
there is disappearance of glycogen although no 
noteworthy change in the blood-sugar level may be 
demonstrable. The decrease in the glycogen content 
of the liver cells in obstructive icterus is partially 
explained by the effect of the bile on an increased 
diastase destruction of liver glycogen. Also, the 
lack of bile in the bowel and the consequent faulty 
absorption of fat results in the burning of increased 
quantities of carbohydrate and increased utilization 
of liver glycogen. Glycogen fixation by the liver is 
disturbed by the bile obstruction, but is not entirely 
arrested. Insulin and glucose infusions will increase 
glycogen synthesis, even in bile obstruction, an 
effect of importance in the prevention and treat- 
ment of glycogen loss in the liver. Early recognition 
of this condition is possible by the demonstration of 
urobilin and urobilinogen in the urine. In addition, 
according to Bernhard’s experience, there is a fall 
in the blood sugar and a rise in the residual nitrogen 
before and immediately after the beginning of liver 
intoxication. As a decrease in the blood sugar en- 
dangers the nutrition of the heart muscle and renders 
the heart especially sensitive to anesthetics, the 
administration of glucose and insulin is strongly 
recommended also for this reason. DRUEGG (Z). 


MISCELLANEOUS 


Ladd, W. E.: The Acute Surgical Abdomen in Chil- 
dren. Pennsylvania M. J., 1930, xxxiv, 153. 


One of the most common abdominal conditions in 
children is congenital pyloric stenosis. The symp- 
toms usually start in the third week of life with the 
projectile ejection of vomitus containing ingested 
food and gastric secretions but no bile. The stools 
become scanty and are composed of bile, mucus, and 
intestinal secretions. The infant loses weight and 
becomes dehydrated. On physical examination, 
peristaltic waves may be seen in the epigastrium. 
They run from left to right except just before vomit- 
ing, when they become reversed. On palpation, an 
olive-shaped tumor may be felt just to the right of 
the midline in the region between the liver and the 
umbilicus. Relaxation of the abdominal muscles for 
palpation is best obtained by giving sufficient water 
to cause vomiting. The moment just before the oc 
currence of vomiting the pyloric tumor can be felt 
readily. This method is preferred to the adminis 
tration of a barium meal and X-ray examination for, 
if surgical interference becomes necessary, con 
valescence is hindered by the barium. Among the 
rarer conditions which may complicate the diagnosis 
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of pyloric stenosis are atresia and stenosis of the 
duodenum. In intestinal obstruction the abdomen 
will not be distended if the obstruction is high and 
the vomiting effective. 

Intussusception is an acute emergency of child- 
hood. Early diagnosis is essential. The condition 
occurs in the sixth or seventh month of life. The 
onset is sudden and associated with crying, severe 
abdominal pain, pallor, sweating, and nausea or 
vomiting. The pain is paroxysmal. Between the 
spasms, when peristalsis is inactive, the infant ap- 
pears perfectly well. The invagination usually starts 
at the ileocecal valve. At the onset, the tumor is 
usually in the right side. A few hours later it may 
pass up under the liver margin where it is difficult 
to palpate. Abdominal distention does not become 
marked until late in the condition, when fecal 
vomiting and fever occur and the mass can be pal- 
pated only by rectal examination. 

Meckel’s diverticulum may have features in com- 
mon with intussusception or may be the cause of it. 
Of the author’s series of twenty-eight cases, blood 
was found in the stools in over 50 per cent. 

The most common abdominal disease due to bac- 
terial infection which occurs in childhood is appendi- 
citis. This condition develops most frequently be- 
tween the sixth and eleventh years. Before the third 
year it is rare. The first symptom is pain. The pain 
may occur in the right lower quadrant or may be 
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referred to the epigastrium or the umbilical area. 
In some cases, because of the relatively greater 
length of the appendix and mesocecum in the child, 
it may be felt in the pelvis. It is soon followed by 
nausea or vomiting, leucocytosis, and fever. The 
usual temperature is from 100.5 to 102.5 degrees F. 
A temperature over 103 degrees F’. is sutiiciently rare 
to suggest that the diagnosis is incorrect. 

Pyelitis is often confused with appendicitis. An 
acute attack is frequently ushered in by nausea, 
vomiting, and a moderate degree of abdominal dis- 
tention. The temperature is usually higher than in 
appendicitis. During the first forty-eight hours there 
may be little or no pus in the urine. 

Pneumonia, usually central or situated in the 
lower lobe near the diaphragm, may present symp- 
toms suggesting abdominal disease. While it is fre- 
quently diagnosed as appendicitis, it is characterized 
by rapid and labored respiration and a higher tem- 
perature than is found in abdominal conditions. 
Gradual firm pressure produced by the hand tends 
to relieve the spasm and decrease the discomfort, 
whereas in peritoneal inflammation it has the re- 
verse effect. 

Other less frequent abdominal conditions in chil- 
dren are acute mesenteric adenitis, primary perito- 
nitis, retroperitoneal iliac abscess (not psoas abscess), 
and malformations of the urinary tract. 

CHARLES F. DuBots, M.D. 








UTERUS 


Fraenkel, L.: Cervical Plastics, in Particular the 
Sturmdorf Operation (Ueber Cervixplastiken, 
insbesondere die Sturmdorfsche). Zentralbl. f. 
Gynaek., 1930, p. 2114. 

The difficulties of the usual amputation of the 
cervix, discission or the Emmet method, may be 
avoided by the Sturmdorf operation. In the latter, 
a cone-shaped portion of tissue with its base down- 
ward and its apex near the internal os is excised from 
the center of the cervix, and then, by an anterior 
and a posterior suture through, respectively, the 
anterior and posterior vaginal margin of the inci- 
sion, the wound surfaces are brought together. The 
suture is introduced through the cervical canal, 
passed over the surface of the wound, and through 
the anterior or posterior cervical wall into the vag- 
inal fornix. When the two sutures are drawn to- 
gether, the vaginal edge of the wound comes to lie 
deep in the cervix so that the cervical wound is 
covered by vaginal mucosa. If necessary, wedge- 
shaped excisions may be made on the right and left 
sides and the defects closed according to the method 
of Schroeder. 

The healing after the operation is excellent. 
Leucorrhcea ceases at once. In two cases there wasa 
subsequent pregnancy. 

The article contains eight illustrations. 

H. H. Scumip (G). 


Meyer, J. L.: A Study of the Effect of Acriflavine 
Given Intravenously on Experimental Uterine 
Infection in the Dog. Am. J. Obst. & Gynec., 1930, 
xx, 760. 

In experiments on dogs the author found that the 
intravenous injection of an appropriate dose of acri- 
flavine had a beneficial effect on the course of infec- 
tion of the uterus. The earlier the dye was injected 
the more definite the effect. In some instances cul- 
tures of the inoculated or infected uterine horn were 
sterile after the injection. The favorable effect of the 
acriflavine on the course of the uterine infection was 
shown also by the return of the body temperature to 
normal by lysis. 

From these results the author concludes that acri- 
flavine given intravenously in appropriate dosage is 
worthy of a trial in early uterine infections. 

E. L. Cornett, M.D. 


Hinselmann, H.: The Diagnosis of Uterine Carci- 
noma (Die Diagnose des Uteruscarcinoms). Klin. 
Wchnschr., 1930, ii, 1507. 

Hinselmann urges the use of colposcopy in the 

diagnosis of carcinoma of the uterus. He makes a 

colposcopic examination routinely in every gyneco- 


GYNECOLOGY 


2 


re] 


logical case. Very early carcinomata come under 
observation extremely seldom. In a series of 9,000 
cases, Hinselmann found only 2 in which the cancer 
was developed to about the degree described by von 
Franqué in Stoekel’s textbook. The greatest difii- 
culty lies in determining whether red areas are to be 
interpreted as carcinoma. Sometimes biopsy mus! 
be done, but in many cases this procedure is unneces 
sary. Hinselmann found leukoplakia in 168 of his 
cases and calculates that it is present in 1 of approx 
imately go patients. He believes that all leukoplakia 
lead to carcinoma. The white color of leukoplakia 
is due to keratotic or parakeratotic layers and per 
haps also to the stratum granulosum. When the 
upper layers of epithelium have been cast off thi 
diagnosis is not always possible.On the other hand, 
the diagnosis of intact leukoplakia is always easy b\ 
colposcopy. Occasionally the iodine reaction ma\ 
be used as an aid. 

Histologically, leukoplakia is of 4 types: (1) atyp 
ical cornified epithelium without budding, (2 
atypical cornified epithelium with budding, (3 
atypical cornified carcinoid epithelium without bud 
ding, and (4) atypical cornified carcinoid epithelium 
with budding. It is carcinoma according to the old 
definition. 

Of 79 histologically studied cases of leukoplakia o/ 
the portio which are summarized in a table, 31 were 
of Type 1, 23 were of Types 1 and 2, 4 each were of 
Types 2 and 3; and the remainder showed various 
types. Fifteen of the lesions were distinctly squam 
ous-celled carcinomata according to the old ter 
minology. 

The author believes that carcinoma of the portio 
develops from leukoplakic epithelium. (G). 


Zweifel, E.: Bleedings After the Menopause as 
Signs of Carcinoma of the Uterus (Die posi 
klimakterischen Blutungen als Kennzeichen fuer das 
Uteruscarcinom). Deutsche med. Wchnschr., 1930, 
ii, 1388. 

Cancer, particularly cancer of the female geni 
talia, is today the most frequent cause of death in 
Germany. In spite of the progress which has been 
made in treatment by surgery and irradiation, the 
absolute percentage of cures is only from 20 to 25 
The campaign against cancer can be successful onl\ 
as the result of early diagnosis. It is the task of 
the general practitioner to recognize the conditio: 
at its earliest stage. 

An important sign of beginning cancer of the fe 
male genitalia is bleeding. In women between th: 
twentieth and thirtieth years of age irregular bleed 
ings may sometimes be due to cancer, but in women 
who have passed the menopause their occurrence 
should always suggest cancer. The author’s research 
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has shown that genital carcinoma is present in more 
than four-fifths of cases of bleeding after the meno- 
pause and in about one-third of those of hemorrhage 
at the time of the menopause. By “bleeding after 
the menopause” is meant any bleeding that occurs 
six months after cessation of the periods. Therefore 
when gynecological examination discloses no other 
cause, bleeding after the menopause is to be re- 
garded as a sign of genital cancer. Not only the 
occurrence, but also the kind, of bleeding must be 
recorded. A single hemorrhage after trauma, for 
instance, is not apt to be due to malignancy, whereas 
a continuous watery bloody discharge and slight but 
repeated bleeding on straining, coitus, or urination 
is to be regarded as a sign of beginning carcinoma 
of the uterus. 

P. Zweifel has been able to cure by operation 87 
per cent of patients coming for treatment with early 
symptoms. When bleeding is not associated with 
malignancy it is due to such lesions as erosions, 
polypi, and decubital ulcers and its cause can be 
easily determined. Whenever the diagnosis is un- 
certain an exploratory curettage should be done. 
Better ten times too often than once too seldom. 
In cases of irradiated myoma, bleeding occasionally 
recurs after a time, but can usually be recognized 
as of the menstrual type and has no relation to 
postclimacteric bleeding. Since ‘climacteric bleed- 
ings,” i.e., bleedings at the beginning of the meno- 
pause, are also caused by cancer in one-third of the 
cases, every irregular bleeding requires a gynecologi- 
cal examination and, if necessary, an exploratory 
curettage to determine its cause. Srrakoscu (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Kovacs, F.: Malignant Tumors of the Ovary (Ueber 
die boesartigen Ovarialgeschwuelste). Orvosi hetil. 
1930, li, 640. 

The author reviews the cases of malignant tumor 
of the ovary which have been seen in the Second 
Gynecological Clinic of Budapest during the last 
eleven years. 

Of 955 tumors of the ovary, 174 (18.2 per cent) 
were shown histologically to be malignant. The 
incidence of malignant tumors was highest in the 
fifth decade of life. Fifty-one (29.3 per cent) of the 
women with such tumors were nullipare, 91 were 
multipare, and 32 were primipare. Ascites was 
demonstrable in only 40 per cent of the cases, but at 
laparotomy more or less free fluid was discovered in 
55 per cent of the cases. Bilateral tumors were 
found in 85 cases, and distant metastases in 70. 
Morphologically, 152 (15.9 per cent) of the neo- 
plasms were carcinomata, 16 (1.6 per cent) were 
sarcomata, and 6 (0.6 per cent) were teratomata. 

Of the carcinomata, 56.2 per cent were of the 
cystic type. Serous cysts with malignant degenera- 
tion were observed more frequently than malignant 
pseudomucinous cysts. The rare combination of 
dermoid cyst and carcinoma was found in 2 cases, 
both of which showed a true squamous-cell car- 
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cinoma arising in the epidermoid elements of the 
dermoid. In one of these cases a permanent cure 
was obtained. In the other death occurred several 
months after the operation. Krukenberg tumors 
were noted twice. Ovarian sarcomata could usually 
be diagnosed only at the time of operation. They 
were bilateral in 33.3 per cent of the cases and were 
found most frequently in multipare. In 1 case, 
bilateral tuberculous salpingitis was discovered in 
combination with a solid alveolar carcinoma. The 
patient, who was twenty years of age and showed no 
sign of ascites, was free from recurrence three years 
after the operation. 

Exploratory laparotomy under local anesthesia 
was performed routinely even in presumably in- 
operable cases. The primary mortality was 2.3 per 
cent and the late results were correspondingly less 
favorable. Only 63 of the women could be re- 
examined. At the end of more than five years, 17 
(27.9 per cent) were free from symptoms, 20 (32 per 
cent) were dead, and 5 had recurrences. The re- 
mainder were free from symptoms from one to five 
years after the operation. 

Operation was performed by the abdominal route 
in all cases except 2 in which it was done by the 
vaginal route. In 39 cases both adnexa were re- 
moved and the uterus was amputated supravag- 
inally; in 37, only both adnexa were removed; and 
in 30 only the affected ovary was removed. The 
advisability of taking out both ovaries in cases of 
unilateral involvement was decided on the basis of 
the findings of the particular case. Whereas in 
older women both adnexa were removed on the 
mere suspicion of malignancy, in younger women 
only one ovary was removed even when there was 
definite proof of malignancy. That this was safe is 
evident from the case of a patient who has been 
free from recurrence for nine years. On the other 
hand, recent investigations carried out by Frankl 
show that metastases in the myometrium are much 
more frequent than was hitherto assumed. ‘There- 
fore at least a supravaginal amputation of the 
uterus should be done in every case. 

I. GOLDBERGER (G). 


EXTERNAL GENITALIA 


Zubrzycki, J.: The Formation of an Artificial 
Vagina in a Case in Which the Uterus Was 
Present (Ueber die Bildung einer kuenstlichen 
Scheide bei forhandener Gebaermutter). Polska 
gas. lek., 1930, i, 105. 

Congenital absence of the vagina was discovered 
in a twenty-three-year-old girl who had not yet 
menstruated. The vulva was well developed, the 


uterus was present, and there were normal adnexa 
on both sides. The patient complained of pains in 
the lower part of the abdomen which had occurred 
every month since her sixteenth year. 

In February, 1929, Schubert’s operation was done. 
The author prefers this operation on account of its 
Healing was smooth, and in July, 


low mortality. 
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1920, after repeated bacteriological demonstrations 
of the absence of pathogenic organisms (strepto- 
coccus, staphylococcus, colon bacillus) in the vaginal 
flora, implantation of the portio into the new vaginal 
canal was done by the abdominal route. The pres- 
ence of a well-formed uterus of almost normal size 
and of unchanged adnexa was demonstrated. The 
ovaries bore numerous scars from follicle ruptures. 
The atretic lower third of the cervical canal was 
incised, the margins were everted to prevent later 
adhesions, and the portio was made fast in the 
upper end of the canal with partial fornix formation. 

Healing was smooth. The first menstruation ap- 
peared six weeks after the operation and lasted 
four days. Examination with the sound after the 
menstruation showed the length of the uterocervical 
canal to be 8 cm.; the width of the vagina, 2% 
fingerbreadths; and the internal genitalia normal. 
Four weeks later the second menstruation appeared; 
it lasted four days and was painless. Following her 
discharge, the patient reported that her third 
menstruation had occurred after a regular interval. 

The author states that this case closely resembled 
Schubert’s case of congenital absence of the vagina, 
in which a complete cure was obtained. In the 
author’s case the conditions were more favorable 
as there were no inflammatory changes in the 
adnexa on either side. The question as to whether 
the patient had or had not menstruated before the 
vaginoplasty cannot be answered, but it was evident 
that ovulation had occurred. Absence of changes 
in the mucous membrane of the uterine cavity 
caused by hematomata of the fallopian tube or 
uterus is not enough to exclude menstruation as 
the blood could have been forced out into the 
peritoneal cavity through the tubes by vigorous 
contractions of the uterus and could then have be- 
come absorbed without the development of inflam- 
matory phenomena. 

The author believes that no single surgical pro- 
cedure can be used in all cases of congenital absence 
or secondary atresia of the vagina. Operation in 
two stages has great advantages because its tech- 
nique is easier and it permits exact determination 
of the condition of the uterus and adnexa. How- 
ever, it has disadvantages in the danger of peritonitis 
and sepsis and the effects of two severe surgical 
interventions. In the case reported, the author 
performed the operation in two stages because he 
wanted to estimate as exactly as possible the pro- 
creative capacity of the patient from the condition 
of the uterus and adnexa. Kowa tsk1 (G). 


MISCELLANEOUS 


Young, J.: Menstruation and Irregular Uterine 
Hemorrhage of Ovarian Origin. Bril. MM. J., 
1930, ii, 1031. 


Menstruation can occur in the absence of ovula- 
tion and the corpus luteum. Therefore it cannot be 
regarded as analogous to pseudo-pregnancy in lower 
animals, for which a luteal phase is necessary. 
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Its place in the’ cycle of ovulation rules out an 
analogy between it and pro-cestrous bleeding in the 
lower animals. 

In man and monkeys, menstruation is a function 
of the peculiarly hemorrhagic type of implantation 
of the ovum. The bleeding of menstruation and the 
bleeding of implantation are homologous in that they 
occupy the same place in the sex cycle and the ex 
ternal bleeding expresses the escape of the unwanted 
“implantation blood” in an infertile or a non-ovulat 
ing cycle. 

Many of the bleeding disorders erroneously at 
tributed to such conditions as chronic glandular en 
dometritis, chronic metritis, and fibrosis uteri are i: 
reality expressions of disturbances of unknown origi: 
in the ovarian (or combined pituitary-ovarian?) regu 
lation, and definite clinical entities with correlate. 
structural changes in the ovary can be recognized 

ROLAND S. Cron, M.D. 


Bérard and Croizat: Endometrioma of the Sigmoid 
in a Patient with Bilateral Serohemorrhagic 
Cysts of the Ovary (Endométriome de 1’S iliaqu 
chez une malade atteinte d’un double kyste séro 
hématique de l’ovaire). Lyon chir., 1930, xxvii, 63¢ 

The case reported was that of a woman thirty 
two years of age who had had signs of occlusion oi 
the intestine and a feeling of weight in the pelvis fo: 
about two months. Examination disclosed a mass 
projecting into the pouch of Douglas and pushing 
the rectum back. A diagnosis of ovarian cyst, pos 
sibly bilateral, was made. 

At operation, cysts of both ovaries were found 
After their removal, two white nodules were dis 
covered on the sigmoid loop about 10 cm. above its 
end. These were set in the tunics of the intestine an« 
suggested fibromatous nodules. As they reduced th: 
caliber of the intestine, resection was done. Th 
mesentery was not involved as the nodules were on 
the free border. The intestine was sutured end-to-end 
and the wall of the abdomen then closed in thre 
layers around a small drain. Uneventful recovery 
resulted. 

Histological examination showed the nodules to 
be endometriomata. The usual site of such tumors 
is the rectovaginal septum. 

AupbreEY G. Morcan, M.D. 


Sellheim, H.: Advances in the Treatment of 
Sterility in the Female (Fortschritte in dei 
Behandlung der weiblichen Sterilitaet). Fortsch 
d. Therap., 1930, vi, 458. 

The study of sterility in the female entered a nev 
phase with the introduction of the Rubin method o: 
tubal insufflation. Tubal insufflation is of valu: 
chiefly for diagnosis. It was at first quite com 
plicated, but has been considerably simplified b: 
Sellheim. Sellheim concludes that the fallopian tub: 
is impermeable when the result of three Rubin test 
made at different intervals is negative. When thi 
tubes are not easily permeable, the dilating effect o 
the procedure may be of therapeutic value. Th: 














method may be used also to keep patent the new 
lumen made by salpingostomy. 

In re-examining patients who have been subjected 
to the Rubin test by other gynecologists, Sellheim 
has frequently obtained other results. When the 
tubes have been pronounced impermeable he pro- 
ceeds with great caution. In cases in which the 
cervix has been grasped with forceps, he delays the 
insufflation for a while because the use of the forceps 
may have caused contraction of the uterine mus- 
culature and the isthmic portion of the tube. Occa- 
sionally he finds a tube patent which has been 
pronounced impermeable. He calls attention to the 
fact that a leaky insufflation apparatus may give 
the impression of permeability of the tubes. In the 
cases of women who have conceived immediately 
alter tubal insufflation, he has noted that the preg- 
nancy was remarkably short. 

Sellheim has given up roentgenography of the 
tubes with the use of a contrast medium as it may 
cause signs of peritoneal irritation. By means of 
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tubal insufflation he distinguishes easily permeable 
tubes, tubes which are hard to permeate, and im 
permeable tubes. For sterility in cases of easily 
permeable tubes, he recommends dilatation of the 
cervix, and curettage followed by sexual relations 
without delay. If conception does not occur in the 
course of the next three months, he dilates the cervix 
with a Hegar dilator immediately after the menstrual 
period and washes out the cavity of the uterus 
with physiological salt solution. This procedure is 
repeated every three months. For cases in which 
the tubes are impermeable he recommends sal- 
pingostomy followed by insufflation to maintain 
patency of the lumen or implantation of the tube or 
ovary into the uterus. 

Sellheim has seen benefit from abstinence from 
sexual relations for a considerable period of time, 
and from balneotherapy. He disapproves of treat- 
ment by stimulative roentgen irradiation as he be- 
lieves it may be more harmful than beneficial. 

NUERNBERGER (G). 











PREGNANCY AND ITS COMPLICATIONS 


Kuncz, A.: The Importance of Age in the First 
Pregnancy (Die Bedeutung des Lebensalters bei 
der ersten Geburt). Orvosi hetil., 1930, i, 613. 

On the basis of carefully compiled statistical data 
the author attempted to determine the influence of 
age with regard to complications of pregnancy in 
primipare. The total number of deliveries was 
6,432, of which 2,650 (41.2 per cent) were those of 
primipare. Twenty-six of the mothers were under 
seventeen years of age, 496 between seventeen and 
twenty years, 1,361 between twenty and twenty- 
five years, 558 between twenty-five and thirty years, 
142 between thirty and thirty-five years, 51 be- 
tween thirty-five and forty years, and 16 over forty 
years at the time of their first delivery. In 90 per 
cent of the older women the first menstruation, the 
onset of sexual maturity, occurred between the ages 
of fourteen and sixteen years. 

As regards complications of pregnancy, par- 
ticularly toxzmias, no difference could be discerned 
between the various age groups. Breech and trans- 
verse presentations occurred more frequently in the 
elderly primipare. Premature rupture of the mem- 
branes was also more common in the older women, 
probably because of rigidity of the birth passages. 
Primary and secondary inertia were no more fre- 
quent in the older women than in the younger 
women, but in the former more often necessitated 
operative termination of the labor. The most com- 
monly performed operative procedure was episi- 
otomy. The incidence of forceps operations was 
highest (43.7 per cent) in the cases of primipare 
over forty years of age, as was also the incidence of 
cesarean section. Puerperal complications were 
most common in women between thirty and thirty- 
five years of age, but the mortality of these condi- 
tions was no higher in the older women than in the 
younger women. 

As a result of his observations the author draws 
the conclusion that there is little difference in the 
incidence of complications in young mothers and 
mothers of more advanced years. While the most 
favorable age for the first pregnancy is between the 
eighteenth and twenty-fifth year, delivery offers no 
great hazards at a later age, if it is managed by a 
well-trained practitioner. Nevertheless, the neces- 
sity for caesarean section arises more frequently in 
the cases of elderly primipare, particularly when a 
living child is greatly desired. E. GoLpBerGeER (G). 


Thoms, H.: The Determination of Fetal Maturity 
in Utero. Am. J. Obst. & Gynec., 1930, xx, 807. 


A statistical study of a relatively large number of 
newborn infants was made to determine the relation- 
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ship of the occiput-frontal diameter to fetal length 
and body weight and the importance of this diame 
ter as an index of fetal maturity. There is a difference 
in this diameter in the ‘‘ molded”’ and the “‘ unmolded "’ 
head. The author concludes that when the occiput 
frontal diameter is over 10.5, the body weight may 
be expected to exceed 2,500 gm. 
E. L. CorNELL, M.D. 


Schnitzer, H.: Placenta Previa (Placenta praevia) 
Arch. f. Gynack., 1930, cxlii, 178. 

This article is a review of 497 cases of placenta 
previa which were treated at the Munich Universit, 
clinic in a period of twenty-two years. The incidence 
of the condition in 75,000 deliveries was 0.66 pet 
cent. However, the author emphasizes that as com 
plications of pregnancy are observed most fre 
quently in the large obstetrical hospitals, this figure 
may not be a true index of the frequency of low 
implantation of the placenta. In Bavarian govern 
mental statistics for the twenty-nine years from 
1878 to 1907, the incidence was given as 0.144 per 
cent. 

Schnitzer first discusses the maternal mortality 
In the 497 cases, the total maternal mortality was 
9.2 per cent (46 deaths). As it is justifiable to sub- 
tract the deaths of 3 women who had an associated 
fatal condition which could not have been cured by 
any form of therapy, the corrected maternal mor- 
tality was 8.2 per cent. In 26 of the 43 cases of 
death from placenta previa the death was the result 
of exsanguination and 17 the result of infection. 
Central implantation of the placenta was about 3 
times more frequent than partial implantation. In 
the cases of death from hemorrhage the blood loss 
before the patient’s admission to the hospital was 
an important factor. Only 4 women had severe 
hemorrhage after they entered the hospital; the 
others arrived in such poor condition that their lives 
could not have been saved by any procedure. Of 
the women dying from sepsis, 8 had had the uterus 
packed before their admission to the clinic. Of these, 
3 had fever when they were first seen. Nine had had 
no previous treatment. Of the 451 who survived, 
119 (26.4 per cent) had fever and 38 (32 per cent) 
of these had had tamponade of the uterus before 
they arrived at the clinic. 

The fetal mortality was very high. Of the 501 
infants delivered, 171 (34.2 per cent) were born dead, 
and of those born alive, 115 died sooner or later 
after birth. The deaths of the latter being ascribable 
to birth trauma, the absolute infant mortality’ was 
57 per cent. Of the infants which were born dead 
72 (6 of which were macerated) were dead at the 
time the mother entered the clinic or died before 
operation was performed. If these infants, which 




















could not have been saved by any method of treat- 
ment, and the infants weighing less than 2,000 gm. 
are subtracted from the total number of infants 
which died, the infant mortality is reduced to 26.8 
per cent. 

The author regards metreurysis and tamponade 
as antiquated methods. While the latter is of value 
for the temporary arrest of hemorrhage, it should 
not be employed longer than six hours. In the 
Munich clinic, tamponade was used in 5 of the cases 
reviewed. One of the women so treated died of 
sepsis twelve days after spontaneous delivery. 
Metreurysis was done in 12 cases without a maternal 
death, but with 6 fetal deaths. Two of 41 women 
who were delivered spontaneously died from uterine 
atony. In this group of 58 cases the maternal 
mortality was only 5.2 per cent (3 deaths), but the 
infant mortality was 46.6 per cent (27 deaths). In 
46 cases in which the membranes were ruptured 
artificially there were 2 deaths. The absolute mor- 
tality was 4.3 per cent and the corrected mortality 
2.2 per cent. Of the 43 infants, 23 survived and 23 
died. The total infant mortality was therefore 50 
per cent. However, as 14 (30.5 per cent) of the in- 
fants which died were dead at the time the mother 
entered the clinic and 5 weighed less than 2,000 gm., 
the infant mortality may be reduced by 17 deaths 
and the corrected mortality was only 27 per cent. 
In cases of partial placenta previa artificial rupture 
of the membranes is associated with the lowest 
maternal mortality. 

Braxton-Hicks version was used in 58 cases—18 
of central placenta previa, 37 of partial placenta 
previa, and 3 of placenta previa the type of which 
is not recorded. In this group the maternal mortal- 
ity was 6.9 per cent (4 deaths). The puerperium was 
febrile in 11 cases (20.7 per cent). Of the 60 infants, 
53 (88.3 per cent) died, but as 9 died before delivery 
and 17 were non-viable, the infant mortality is 
reduced to 56.6 per cent (34 deaths). In the 42 cases 
in which the version was done at the opportune time, 
the maternal mortality was 12 per cent (5 deaths). 
The author believes that this high mortality refutes 
the generally accepted theory that version is the 
best procedure in such cases. The absolute infant 
mortality was 78.6 per cent (33 deaths). As 5 of the 
33 infants died before delivery and 14 weighed less 
then 2,c00 gm., the corrected infant mortality was 
33 per cent (14 deaths). 

The procedure of choice among all methods is 
vaginal cesarean section. At the Munich clinic, 
anterior vaginal hysterotomy is performed regard- 
less of the site of attachment of the placenta. The 
factors of chief importance in this operation are 
speed and a proper technique. The author empha- 
sizes that if a faulty technique is used the thinned isth- 
mic wall, on being incised and drawn down, may be 
further torn, with the production of severe hemor- 
rhage. Of the 381 patients whose cases are reviewed, 
245 were delivered by vaginal cesarean section. In 
this group there were 24 maternal deaths, a mortal- 
ity of 9.8 per cent. This mortality may be reduced 
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to g per cent as 1 of the women who died was suffer- 
ing from far-advanced tuberculosis and another 
from carcinoma of the rectum. The puerperium was 
febrile in 81 cases (36.8 per cent). Of the 246 
infants, 135 (55 per cent) died, but as 19 of those 
that died were dead before the operation and 67 
weighed less than 2,000 gm., the corrected infant 
mortality was 20 per cent. 

The author considers abdominal cesarean section 
the most favorable method for mother and child. 
According to the viewpoint at the Munich Clinic, it 
is indicated only when the patient is referred to the 
surgeon because of hemorrhage during pregnancy or 
at the onset of labor. As favorable results may be 
expected only if the birth canal is aseptic, the indica- 
tions for the procedure, even by the extraperitoneal 
route, are still further restricted. Of the cases re- 
viewed, the extraperitoneal operation was done in 35 
and the intraperitoneal operation in 14. In both 
groups there were 4 deaths. As the number of cases 
was small, no conclusions as to the success or failure 
of the abdominal cesarean section are possible. The 
absolute infant mortality was 28 per cent and the 
corrected mortality 8 per cent. Of the 50 infants, 3 
were stillborn and 11 died in the clinic. Of the latter, 
7 weighed less than 2,000 gm., 1 died of weakness, 2 
were monsters, and 1 died of pulmonary atelectasis 

The author presents a table which summarizes 
the results of the methods most commonly used at 
the Munich Clinic. 

From his review, Schnitzer draws the following 
conclusions: 

1. In cases of partial placenta previa with only 
slight hemorrhage, artificial rupture of the mem- 
branes is the most simple and least dangerous 
method for mother and child. 

2. Braxton-Hicks version should be employed 
only when the infant is small and premature. 

3. Vaginal caesarean section may be performed in 
all types of cases in which delivery by the natural 
passages is possible. 

4. Abdominal cesarean section should be per- 
formed only in non-infected cases—those of primi- 
pare at term and especially those of elderly primi- 
pare. BOHNEN (G). 


Toth, I.: Hemorrhage at the End of Pregnancy and 
Preceding Delivery, with Special Consideration 
of the Treatment of Placenta Preevia (Ueber 
Blutungen am Ende der Graviditaet und vor der 
Geburt mit besonderer Beruecksichtigung der 
Therapie der Placenta praevia). Orvosi hetil., 1930, 
ii, 824. 

Among the causes of hemorrhage during preg- 
nancy, besides abortion, are carcinoma, cervical 
lacerations, premature placental separation, and 
placenta previa. In cases of inoperable carcinoma, 
the author allows the pregnancy to reach full term 
and then performs cesarean section followed by 
supravaginal hysterectomy. The carcinomatous 
stump is treated by roentgen and radium irradiation. 
Good results are obtained in 7 per cent of the cases. 
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In the etiology of placental separation the toxe- 
mias of pregnancy play a much more prominent rdle 
than is shown by statistics. As a result of the in- 
creased permeability of the blood vessels produced 
by the toxins, hemorrhage occurs in the decidua 
and often leads to only partial separation of the 


placenta. After delivery, numerous crater-like ir- 
regularities ranging in size from that of an apple to 
that of a fist and filled with blood clots are visible 
on the maternal surface of the detached placenta 
which is expelled immediately after the child. 

In a series of 18,418 deliveries at the Second 
Budapest Maternity Clinic during the last ten years 
severe hemorrhage due to premature placental 
separation occurred in’ 42 (0.23 per cent). Thirty- 
five per cent of the women with such a hemorrhage 
were primipare. The maternal mortality was 10 
per cent (4 deaths), and the fetal mortality 62 per 
cent (27 deaths). 

The treatment of placenta previa is determined 
by the severity of the condition. For cases with a 
favorable prognosis the author advises only rupture 
of the membranes, and for cases with moderate 
anemia, Braxton-Hicks version or the insertion of 
a bag. For the most severe cases in which there has 
been frequent hemorrhage during pregnancy, he 
advises casarean section even when the fetus is 
dead, and in the cases of severely exsanguinated 
multipare, he follows the casarean section by 
supravaginal hysterectomy. He rejects vaginal 
cesarean section because in this procedure both the 
control of bleeding and the delivery of a living child 
are difficult. Uterine packing should be done only 
under the most rigid asepsis and only as a tem- 
porary procedure to permit transportation to a 
hospital. 

In 26,000 deliveries at the Second Budapest 
Maternity Clinic in the period from toro to 1924 
placenta previa was found in 223 (0.9 per cent). 
Sixteen per cent of the patients were primipare, 9.2 
per cent had transverse presentations, 9.2 per cent 
had breech presentations, and only 9.2 per cent were 
delivered spontaneously. These figures show that 
the low implantation of the placenta prevents the 
fetal head from entering the lower uterine segment. 
Stillbirth occurred in 135 cases (58.9 per cent), and 
severe uterine atony in 22 cases (9.4 per cent). The 
placenta was removed manually in 8 per cent of the 
cases, and tamponade of the uterus by Duehrsen’s 
method was performed in 8 per cent of the cases. 
There were 7 maternal deaths from hemorrhage and 
7 from sepsis. The total mortality was 7.2 per cent. 
In cases of central placenta praevia the maternal 
mortality was 16 per cent and the fetal mortality 
72 per cent. HArtsTEIN (G). 


Kermauner, F.: The Management of Toxzmias of 
Pregnancy (Behandlung der Schwangerschafts- 
toxikosen). Wien. klin. Wehuschr., 1930, 1, 737- 


Kermauner excludes hyperemesis from the group 
of symptoms caused by pregnancy as from the re- 
searches of his pupil, Jungmann, he has come to the 
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conclusion that vomiting depends upon a pre 
existing constitutional ‘‘static-dynamic weakness” 
which progresses to a state of decompensation during 
pregnancy. He has occasionally noted defective 
development of the hypophyseal changes during 
pregnancy and therefore assumes that there is « 
hormone deficiency which prevents detoxification 
of the organism. 

The high-carbohydrate, low-protein, low-fat dict 
which is recognized as an important prophylacti: 
measure against gestational disorders is prescribe: 
by Kermauner during the latter half of pregnanc\ 
instead of from the very onset. For the reduction of 
water and sodium chloride in cases of threatening 
eclampsia, Kermauner prescribes thyroid tablets 
(0.3 gm., 3 times daily), alkalies (sodium bicarbon 
ate, from 1 to 2 knife points), thyroxin, cathartics 
and Alpine light irradiations. For the most serious 
cases he advises venesection and the intravenou: 
administration of 5 per cent calcium chlorate. As « 
result of this method of treatment, eclampsia de 
veloped in only 2 of 155 cases of “‘ pre-eclampsia,” 
in which series he included all cases with oedema and 
albuminuria. Kermauner urges that determinations 
of the hormone output be made in all cases of pre 
eclampsia. 

The maternal mortality in his cases of eclampsia 
was 15.38 per cent. In reviewing his statistics hi 
regrets that early delivery is usually impossible in 
the cases of eclamptic women because the patients 
do not enter the hospital soon enough. Kermauner 
is of the opinion that elderly multipare are par 
ticularly endangered because their care-free exist 
ence leads to increased metabolic disorders as a result 
of increased functional demands. Only when diuresis 
is definitely established during the puerperium is 
there evidence of recovery from eclampsia. Colpitis 
in pregnant women is classified by Kermauner as « 
dystrophy of pregnancy. Treatment of this con 
dition with thyroid extract or eutrisol can appar 
ently be replaced by the well-known dietary regimes 

R. FReUND (G). 


Hillis, D. S.: The Diagnosis of Contracted Pelvis by 
the Impression Method. Surg., Gynec. & Obst. 
1930, li, 852. 

Hillis describes a modification of the Mueller ma 
neuver to determine the relationship of the size o/ 
the fetal head at or near term to the size of the pelvic 
inlet. Both hands are employed. The external hand 
is placed above the breech of the baby and is sunk 
deeply toward the maternal spine with the forearm 
held parallel with the long axis of the mother. The ex 
amining finger of the other hand is inserted in the rec- 
tum to locate the tips of the ischial spines. If the 
fetal head can be impressed to the level of the ischia! 
spines or below them, no resistance will be offered 
to engagement at labor. All patients in whom thx 
head cannot be forced below the spines at the begin 
ning of labor should be managed with the possibilit) 
of abdominal delivery in mind. 

LEOPOLD GoLpsTEIN, M.D. 




















LABOR AND ITS COMPLICATIONS 


Ginglinger, A., and Pinsan, R.: Dilatation of the 
Cervix Under Spinal Anesthesia at Term (Au 
sujet de la dilatation du col de l’uterus a fin de 
grossesse sous rachianesthesie). Gynéc. et obst., 1930, 
Xxii, 313. 

The authors review the results obtained by the 
Delmas method of dilating the cervix under spinal 
anesthesia in twenty-one cases in which labor was 
complicated by such conditions as a prolapse of the 
cord, placenta previa, heart disease, breech and 
transverse positions, and uterine malformation. The 
method was successful in eleven cases and failed 
inten. In most of the latter a serious tear occurred in 
the cervix and lower uterine segment or difficulty 
was experienced during version and extraction. One 
patient died from rupture of the uterus with hemor- 
rhage. In the cases in which the cervix was completely 
effaced there was no difficulty. Asa rule, dilatation 
of the cervix and version and extraction have been 
facilitated by spinal anesthesia. 

The authors believe that the Delmas method of 
artificial dilatation of the cervix is preferable to oth- 
ers thus far employed, but that the indications 
should be determined only by an experienced ob- 
stetrician. Jacos E. Kiet, M.D. 


Vaux, N. W.: The Method of Delivery and End- 
Results of 212 Cases of Occiput-Posterior Posi- 
tion. Am. J. Obst. & Gynec., 1930, xx, 782. 

The diagnosis of the position of the child should 
be made before the onset of labor if possible and 
should be established definitely as early as possible 
after the onset of labor. 

In the case of a primipara with a moderately con- 
tracted pelvis the possibility of occiput-posterior 
position with difficult labor should be borne in 
mind. 

Whatever the method of delivery selected in cases 
of occiput-posterior position, the attempt should be 
made to keep the amniotic sac intact and to con- 
serve the patient’s strength during the long first 
stage of labor. Interference is not justified until the 
cervix is fully dilated and effaced and the fetal head 
is at or near the midpelvis. 

In the discussion of this report, WATSON recom- 
mended changing the occiput-posterior position to 
an occiput-anterior position in the latter part of 
pregnancy. 

FOULKROD stated that in at least 50 per cent of 
the cases of occiput-posterior positions seen by him 
premature rupture of the membranes occurs before 
labor is begun. 

DICKINSON reported that he has tried to limit the 
use of forceps rotation in occiput-posterior positions 
because unskilled operators do considerable damage 
to the child and often also to the mother by this 
procedure. 

BAER stated that he favors non-interference in 
occiput-posterior positions when labor is progressing 
normally and there is no disproportion. He believes 


OBSTETRICS 





361 


that interference is justified only when the progress 
of the head becomes completely arrested in the 
pelvis and then only when there is complete di- 


latation. E. L. Cornett, M.D. 

Wu, L. C.: Separation of the Symphysis Pubis 
Complicating Labor. Nat. Med. J. China, 1930, 
xvi, 768. 


The author reports three cases of separation of the 
symphysis pubis during labor. In the first case there 
was a funnel contraction of the pelvis with the head 
in a persistent occiput-posterior position, manual 
rotation failed and the separation resulted from 
forceps delivery. In the second case, that of a 
para-iii, the separation occurred spontaneously 
during a rapid second stage of labor. In the third 
case, separation of the symphysis pubis with frac- 
ture of the pubic bone resulted from operative 
delivery and there were complicating injuries to 
the soft parts. 

The literature is reviewed briefly. The separation 
seldom occurs spontaneously; in the majority of 
cases it is due to operative delivery. 

The diagnosis is very easy. During the operative 
delivery the operator usually hears an unusual noise 
followed by the sudden disappearance of the 
obstruction to the progress of the child. Later, 
examination reveals a palpable gap, pain, and 
tenderness, and the legs are held in an everted and 
abducted position. 

The complication most feared is acute infection 
of the joint which may be accompanied by urethri- 
tis, cystitis, acute pelvic inflimmation, abscess 
formation, or even general sepsis. 

The treatment consists of providing firm support 
to the pelvic girdle by means of a tight binder or 
bands of adhesive plaster applied round the hips. 

The prognosis is good. Harry M. Netson, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Trillat, Michon, and Ponthus: Puerperal Sup- 
purative Ovaritis (Les ovarites suppurées puer- 
pérales). Rev. frang. de gynéc. ct d’obst., 1930, Xxv, 
617. 

The authors report seven cases of ovarian abscess 
in which the lesions were limited to the ovary, the 
tube being normal or at least permeable and free 
from suppuration. 

In suppurative ovaritis there may be multiple 
abscesses, an interstitial diffuse ovaritis, or a single 
abscess, a parenchymatous ovaritis. The tube is 
sometimes thickened and sclerosed or shows oedema 
and congestion, but its lumen is permeable. ‘The 
pavilion is sometimes inflamed, and on pressure on 
the tube a drop of pus may issue from the ostium. 
This finding favors the hypothesis that the condition 
is due to an ascending infection. ‘The broad liga- 
ment may be normal, supple, and thin, or infiltrated, 
thickened, and hard. The microscopic lesions are 
those ordinarily caused by infection. The majority 
of ovarian abscesses are abscesses of the corpus 
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luteum. After delivery there are two follicles, one 
old and one new. Both may be affected by suppura- 
tion. 

The micro-organism most frequently responsible 
for puerperal suppurative ovaritis is the streptococ- 


cus. Ovarian abscesses are most common after a 
puerperal infection or pelviperitonitis. The gono- 
coccus may be the cause, but is more likely to in- 
volve the tube as well as the ovary. In occasional 
cases the colon bacillus and the Koch bacillus is 
responsible, and in exceptional cases the pneumo- 
coccus or Eberth’s bacillus. The pus may be sterile 
because of disappearance of the micro-organism. 

A possible route of invasion, which is often fol- 
lowed by the streptococcus, is the lymphatic route. 
The gonococcus and the colon bacillus usually cause 
infection by propagation through the mucosa. The 
integrity of the tube is explained best by the hy- 
pothesis that the infection occurs by way of the 
blood stream. 

The general symptoms of suppurative ovaritis are 
not characteristic. Palpation reveals, at the side 
of the uterus, a mass which is generally high, hard, 
indolent, and regular. The mass has a flat, pebble 
shape, whereas the mass of a tubal collection is 
shaped more like an egg-plant. In the majority 
of cases of suppurative ovaritis the clinical diagnosis 
is adnexitis. 

The only treatment is surgical. The abdominal 
route is to be preferred. Hysterectomy should be 
performed if the lesions are extensive and bilateral 
and there is much need of drainage. As a rule 
unilateral removal of the adnexa is done. The tube 
is usually removed with the ovary as it is difficult to 
separate it. However, the ideal conservative opera- 
tion is ablation of the ovary alone. While anatomi- 
cal conditions will often permit a conservative 
operation, it must be borne in mind that the in- 
fecting micro-organism is often very virulent, and 
extensive drainage may be necessary. The Mikulicz 
drain should be used whenever the lesion is high 
and the infection is believed to be due to the 
streptococcus. 

The immediate prognosis should be very guarded 
because, on account of the possibility of generalized 
peritonitis, the operation must be considered serious. 
The remote results are excellent. When only uni- 
lateral removal of the adnexa is done the function 
of the other ovary remains intact, menstruation 
persists unchanged, and the woman may become 
pregnant. PACE. 


MISCELLANEOUS 


Oxley, W. H. F.: The Organization and Methods 
of Practice of the East End Maternity Hospital. 
Proc. Roy. Soc. Med., Lond., 1930, xxiv, 121. 

The East End Maternity Hospital, London, was 
established in 1884. Up to the end of 1929 there 
were 51,487 deliveries in this institution with a ma- 
ternal death rate of 1.35 per 1,000. Since the year 
1921, the maternal death rate has been only 0.68 
per 1,000. This report is based on 10,376 deliveries 
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since 1925. Clinical methods not in accordance 
with modern teaching appear to have contributed 
to the good results. 

The hospital now contains 56 beds arranged in 
wards of from 3 to 8 beds and is under the direct 
management of a woman superintendent. The super- 
intendent has a staff of 6 midwives for the hospital 
and 2 for the district. There are about 30 pup! 
midwives who do the nursing as part of their train 
ing. The medical staff consists of 3 general practi- 
tioners. Control of the medical work is vested in 
the senior medical officer and a general practitioner. 
About 2,000 women are attended annually. Rather 
more than half are admitted to the hospital, and the 
remainder are attended in their homes. 

A review of 10,376 obstetrical cases shows that 
it has been possible to reduce the maternal mortalit, 
by at least 75 per cent and to decrease the still-birth 
rate and the number of neonatal deaths. The women 
represented an unselected group of the child-bearing 
women of the neighborhood and were not especiall\ 
favored by social circumstances. There were no 
deaths from eclampsia nor, among the patients who 
received antenatal care, from hemorrhage. No pa- 
tient died from sepsis following normal labor, and 
not 1 of the 4,233 women attended in their homes 
died from puerperal causes. As 6 of the 7 registered 
patients who died were seriously ill before labor be 
gan, it appears that any further material reduction 
in the already low maternal mortality rate would 
depend upon improvement in the general health of 
the mother rather than upon increased knowledge 
or a change in the methods of practice in the 
hospital. 

The practice is based upon the development to 
the full extent of the preventive and conservative 
aspects of midwifery. Great care is expended in 
obtaining the utmost efficiency from such well- 
established methods as should be within the ability 
of every well-trained medical practitioner. Stress is 
laid upon the importance of care in breech deliveries, 
the treatment of collapse in hemorrhage, and a 
simple, practicable, and efficient antiseptic tech- 
nique. Early exploration of the uterus in local sepsis 
is considered of great value. Cesarean section is 
done extremely seldom. Although adherence to the 
fundamental principles of the obstetrical art has 
proved of great importance, this only partly explains 
the success obtained. The factors believed to be 
chiefly responsible are the sympathetic co-operation 
between the doctors, midwives, and patients, the 
carefully thought-out organization, and the keen 
interest taken in the work by all concerned. 

Ro.anp S. Cron, M.D. 


Paucot, H.: The Influence of Hereditary Syphilis 
of the Progenitors on the Product of Concep- 
tion (Influence de la syphilis héréditaire des géni- 
teurs sur le produit de conception). Rev. frang. di 
gynec. et d’obst., 1930, XXV, 593. 


Two types of hereditary syphilis are distinguished 
—the virulent and the dystrophic, one the result 


























of the direct action of the spirochete and the other 
the result of the action of the toxin. However, the 
limits between them can be only artificial since, for 
the development of a dystrophy, there must be 
virulent activity at some time. 

The author investigated the function of reproduc- 
tion in heredosyphilitics by studying families in 
which the mother, the father or both parents had 
inherited syphilis. The majority belonged to the 
first group. The reproductive activity of five 
heredosyphilitic women, none of whom had fewer 
than nine pregnancies, is shown in tables. Abor- 
tions were numerous. Sometimes the reproductive 
career began with a series of miscarriages; sometimes 
a series of miscarriages followed numerous full-time 
pregnancies; and sometimes full-time pregnancies 
and miscarriages were alternated. The whole series 
of obstetrical stigmata of acquired syphilis were 
present: hydramnios, congenital malformations, 
monstrosities, twinning, voluminous placentz, and 
small atrophic placenta. Most of the women were 
young and of good physical appearance, but some 
of them were disfigured. One presented thyroid 
hypertrophy, exophthalmia, typical dental changes, 
and positive Hecht and Desmouliéres reactions. 
Her children were very delicate and only two of them 
survived. ‘This case and two others demonstrate 
that there is no parallelism between the stigmata 
of inherited syphilis and the severity with which 
the product of conception is affected. The progno- 
sis in a given case cannot be determined, but the 
incidence of fatalities (abortions, stillborn infants, 
and early deaths) among the descendants can be 
forecast. In statistics published by the author in 
1928 the mortality was 57 per cent. Hereditary 
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syphilis is more often fatal to the descendants than 
acquired syphilis. 

The cases of two women with a heredosyphilitic 
husband are summarized in the tables. These 
women had four abortions in fifteen conceptions. 
Prematurity and the presence of stigmata and clinical 
signs were no less frequent than in the cases of 
maternal heredosyphilis. Twice the Wassermann re- 
action was positive. It may be concluded that 
hereditary syphilis is transmitted through the father 
to the second generation. The heredosyphilitic 
father may be vigorous and appear to be healthy. 

When both parents have hereditary syphilis the 
results are disastrous. Fruhinsolz reported cases in 
which there were only four living children from 
fourteen pregnancies. In the first case studied by 
Paucot there were two successive abortions and a 
macerated stillborn fetus. The marriage of cousins 
brought out unmistakable signs of syphilis which 
had been almost extinguished in the second genera- 
tion. Paucot states that the biological reaction set 
up by pregnancy is more sensitive than any of the 
humoral reactions. 

The results of treatment of the mother during 
pregnancy are very encouraging. The mortality is 
decreased at least 6 per cent. It is necessary to re- 
sume treatment with each new pregnancy as abor- 
tions and stillbirths occur after pregnancies carried 
to term by the use of arsenicals and bismuth. 

Paucot believes that the spirochete passes through 
a larval form, that of an ultravirus which escapes 
detection by methods of examination now available. 
While experimenta‘ proof is lacking, clinical facts 
and serological findings do not disprove this hypoth- 
esis. PACE. 
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ADRENAL, KIDNEY, AND URETER 


Hartman, F. A., Aaron, A. H., and Culp, J. E.: The 
Use of Cortin in Addison’s Disease. Endocrin- 
ology, 1930, xiv, 438. 

In cases of Addison’s disease, improvement has 
been noted after treatment with preparations of the 
whole adrenal gland or the cortex of the gland. Cor- 
tin, derived from adrenal cortex, enables adrenalec- 
tomized cats and rats to survive indefinitely. 

The authors report a case of Addison’s disease 
which was treated successfully with cortin. Twenty- 
four hours after the patient’s admission to the hos- 
pital, 5 c.cm. of extract were injected intravenously 
and thirty minutes later 10 c.cm. were given subcu- 
taneously. Three and a half hours after the first 
injection three injections of 10 c.cm. each were given 
subcutaneously at intervals of forty and seventy 
minutes. Four hours later, additional extract being 
available, 10 c.cm. were injected subcutaneously 
every hour until a total of 150 c.cm. had been in- 
jected in the twenty-four-hour period. As soon as 
improvement was noted, the cortin was gradually 
reduced until only 20 c.cm. were given per twenty- 
four hours. Experiments were then carried out to 
determine the dosage necessary to prevent relapses. 
Under treatment with a dosage to meet his require- 
ments the patient remained symptom free. 

ELMER Hess, M.D. 


Shapiro, I. J., and Veseen, L. L.: Untoward Results 
in Bilateral Pyelography. J. Urol., 1930, xxiv, 
621. 


The opaque ureteral catheter was first used by 
Schmidt and Kolischer in ro01 and the use of an 
opaque solution to outline the kidney pelvis was 
introduced by Voelker and von Lichtenberg in 1906. 
The first opaque solution employed was collargol, 
but as this was extremely toxic it was soon replaced 
by other solutions such as thorium nitrate, sodium 


bromide, and sodium iodide. At the present time 
sodium iodide is used most frequently because its 
toxicity is low and it casts a dense shadow on the 
X-ray plate. 

The introduction of non-toxic solutions for pye- 
lography has given rise to much discussion as to 
whether pyelography may be done simultaneously 
on both kidneys. Lowsley, Thomas, and Eisendrath 
perform pyelography on both kidneys at the same 
time almost routinely, but Young, Keyes, and 
Braasch are opposed to this practice. 

The authors report five cases in which death 
occurred after bilateral pyelography and was directly 
attributable to it. The opaque medium used was a 
15 per cent solution of thorium nitrate in two cases, 
a 25 per cent solution of sodium bromide in one 


case, and a 12.5 per cent solution of sodium iodide 
in two cases. In all of the cases the examination 
was followed by anuria. In four cases the anuria 
began immediately, and in one case, on the sixth 
day. Postmortem examinations were made in four 
cases. In two, it showed extensive infection. In 
the two others, and probably also in the case in 
which postmortem examination was not made, the 
cause of death was probably the toxic action of the 
medium. 

In conclusion the authors state that as pyelog- 
raphy is a diagnostic procedure it should not be 
associated with any mortality. They therefore be- 
lieve it should be done on only one kidney at a time. 

CiLauDE D. Hotmes, M.D. 


Gauthier and Clavel: The Gastro-Intestinal Type 
of Hydronephrosis (L’hydronéphrose 4 forme 
gastro-intestinale). J. d’urol. méd. et chir., 1930, 
KXS, S74. 


Hydronephrosis is sometimes manifested only by 
gastro-intestinal symptoms due to reflex disturb- 
ances of the secretion of the stomach and intestines 
from the renal distention, compression or kinking 
of the intestines from sudden variations in the size 
of the kidney, and urinary insufficiency from gradual 
atrophy of the renal parenchyma. There may be 
dyspepsia with or without pain and with or without 
secretory disturbances or a syndrome simulating 
that of mucomembranous enterocolitis, dysentery, 
appendicitis, sigmoiditis, or a gall-bladder condition. 
Therefore in the diagnosis of cases presenting such 
symptoms the possibility of latent hydronephrosis 
should be borne in mind. Indispensable aids in the 
diagnosis of latent hydronephrosis are ureteral 
catheterization and pyelography. 

The authors report five cases of latent hydro- 
nephrosis which was associated with gastro-intestinal 
symptoms. 

Case 1 was that of a woman thirty-six years old 
who for twelve years had been suffering from 
abdominal pains which had been considered of 
dyspeptic origin. At laparotomy, the stomach was 
found normal. Later, hydronephrosis of the left 
kidney was disclosed by pyelography. Nephrectomy 
resulted in cure of the dyspeptic symptoms. 

The second case was that of a woman thirty-five 
years of age who, for eight years, had suffered from 
attacks of pain in the right hypochondrium asso- 
ciated with vomiting and had been treated for 
gastric disturbances. Ultimately polyuria with 
pollakiuria developed and a swelling appeared in 
the right lumbar region. Examination of the urinary 
tract then disclosed hydronephrosis of the right 
kidney. Nephrectomy was followed by uneventful 
recovery. 
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The third patient was a seventeen-year-old girl 
who had had attacks of abdominal pain, vomiting, 
constipation, and anorexia ever since the age of 
six months. The urine showed no abnormalities. 
Pyelography disclosed hydronephrosis of the left 
kidney. Nephrectomy was done. 

The fourth case was that of a man thirty-one 
years old who, for ten years, had suffered from ab- 
dominal distress which at various times had been 
diagnosed as due to gastritis, aerophagy, enteritis, 
and appendicitis. During the last attack, however, 
there was hematuria. Pyelography then demon- 
strated the presence of hydronephrosis of the right 
kidney. After nephrectomy the dyspeptic symptoms 
ceased. 

The fifth case was that of a woman of twenty-two 
years who, for ten years, had had urinary disturb- 
ances associated with intestinal colic and alternating 
constipation and diarrhoea. Examination of the 
urinary tract disclosed an infected hydronephrosis 
of the right kidney. Six months after nephrectomy 
the patient was free from all dyspeptic symptoms. 

Jacos FE. Kiern, M.D. 


Jasienski: So-Called Tuberculous Nephritis and 
Tuberculous Bacilluria (De la néphrite dite 
tubérculeuse et de la bacteriurie tubérculeuse). 
J.d@urol. méd. et chir., 1930, XXx, 245. 


The possibility that tuberculous inflammation of 
the kidneys may occur without tubercle formation 
was first suggested in France about forty years ago 
but is still disputed. Some urologists speak of 
specific and non-specific lesions of the kidneys in 
tuberculous subjects. Others refuse to make this 
distinction because occasionally following nephrec- 
tomy no tubercles are found although the lesions 
were doubtless produced by the tubercle bacilli 
which were present in the urine. 

Nephritis is an exceptional complication of pul- 
monary tuberculosis although virulent bacilli are 
often excreted in the urine. In experiments carried 
out on guinea pigs the organisms have been found 
in the apparently non-specific lesions of the kidney. 
Analogous lesions may be seen in certain cases of 
phthisis. 

To explain the etiology of tuberculous nephritis 
two theories have been advanced. Chauffard at- 
tributes the lesions to toxins. Others believe they 
are due to the local action of the bacilli. The latter 
view is supported by the experiments of Bernard 
and Solomon who, by injections of bacilli, produced 
exudative lesions of the kidney approximating acute 
interstitial nephritis. In some of the infiltrating 
cells, tubercle bacilli could occasionally be demon- 
strated. 

As this work had never been confirmed or re- 
peated, the author carried out a series of injections 
of living and dead organisms and of filtrates. It was 
never possible to demonstrate bacilli in the kidneys, 
but by all three methods degenerative changes oc- 
curred in the renal tubules, particularly in the 
ascending loop of Henle. 
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It is generally believed that the normal kidney 
can excrete tubercle bacilli without suffering thereby, 
but most urologists are of the opinion that the kid- 
ney becomes permeable because of other lesions. In 
fact, many case reports reveal a non-specific in- 
flammatory process such as nephrolithiasis, tumor, 
or hydronephrosis. However, in another group of 
cases the kidneys show only nephritis. 

When one kidney is tuberculous the other kidney 
may excrete bacilli and cease to do so after removal 
of the tuberculous kidney. The state of the healthy 
kidney cannot be determined as conclusions are 
rendered uncertain by the possibility of technical 
errors and the healing of minor lesions in that 
kidney. 

The differential diagnosis of renal tuberculosis 
and tuberculous nephritis is of course important 
from the surgical standpoint. As a rule the presence 
of large numbers of pus cells and tubercle bacilli in 
the urine from one kidney is a sufficient indication 
of surgical renal tuberculosis. However, a small 
number may be present in tuberculous nephritis, a 
lesion which probably rarely evolves into a surgical 
tuberculosis. Hence, there appears at present to 
be no certain method of making a distinction. 
Renal function tests are of little value as their re- 
sults do not always parallel the amount of kidney 
destruction, and the presence of bladder lesions is 
not diagnostic because such lesions may be present 
in the absence of tuberculosis. 

The author concludes that the ideal operation, 
nephrectomy in the initial stage of a renal tuber- 
culosis. can be performed only at the risk of re- 
moving a kidney which is involved merely by an 
entirely curable nephritis. 

ALBERT F. DE Groat, M.D. 


Lino, G.: Serous Cysts of the Kidney (Delle cisti 
sierose del rene). Ann. ital. di chir., 1930, ix, 865. 


The author believes that renal cysts and cystic 
kidney represent different stages of the same condi- 
tion and that hematic cysts are serous cysts with 
secondary hemorrhage. 

He reports a case of multilocular cyst in a woman 
forty-three years of age. A diagnosis of pararenal 
cyst was made, but at operation the slightly mov- 
able, hard swelling in the flank was found to be a 
large multilocular cyst with numerous non-commu- 
nicating compartments of varying size which in- 
volved the back of the kidney. When the cyst was 
punctured with a trocar, turbid, yellow fluid with a 
urinary odor was obtained. After partial evacua- 
tion, nephrectomy was performed. The wound was 
then sutured in layers and a drain inserted. 

The extirpated mass was lobulated, tense, elastic, 
and furrowed with veins. It had a broad base on the 
dorsal surface of the kidney. The capsule of the 
kidney extended over it. Cross-section revealed a 
cystic and a solid zone. The cystic zone consisted of 
numerous non-communicating compartments filled 
with fluid and separated fibrous septa. The solid 
zone was renal tissue. Martin J. DiCora, M.D. 
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Busser, F.: Epithelial Tumors of the Kidney in the 
Adult (Les tumeurs épithéliales du rein chez 
Vadulte). Arch. d. mal. d. reins et d. organes genito- 
urinaires, 1930, V, 245. 

This discussion is based on ninety-four cancers 
and eighteen adenomata of the kidney in adults. 
The cancers were of three types—a nodular, an in- 
filtrating, and a cystic type. The macroscopic and 
microscopic descriptions of the three types of cancer 
and of the adenomata are profusely illustrated with 
roentgenograms, photographs, and photomicro- 
graphs. Auprey G. Morean, M.D. 


Kretschmer, H. L.: Leiomyoma of the Kidney. 
J. Urol., 1930, xxiv, 617. 

Kretschmer reports a case of leiomyoma of the 
kidney and cites a few cases reported by others. He 
states that these tumors may be divided into two 
groups: those which are small, produce no symptoms, 
and are discovered only at autopsy, and those which 
are large and cause symptoms necessitating operation. 

The case reported by the author was that of a 
woman sixty-four years of age who had had a gastric 
resection for carcinoma. Death occurred three years 
later. At autopsy, a small gray nodule which proved 
to be leiomyoma was found in the right kidney. 

Henry L. SANForpD, M.D. 


Dogliotti, A. M., and Mairano, M.: The Innerva- 
tion of the Kidney and ‘‘Functional’’ Opera- 
tions on the Kidney: Denervation, Periarterial 
Sympathectomy, and Decapsulation (Innerva- 
zione renale ed interventi ‘‘funzionali”’ sul rene. 
Enervazione, decorticazione periarteriosa, decapsu- 
lazione). Arch. ital. di chir., 1930, xxvii, 109. 

The authors review our knowledge of the anatomy 
and function of the nerves of the kidney and set 
forth their theory that partial interruption of the 
nerves leading to the kidney is sufficient to stop 
renal pain. 

In studies of the vasomotor function of the renal 
nerves in experiments on fifty-two dogs they found 
vasoconstrictor fibers, a smaller number of vaso- 
dilator fibers, and a double mechanism of vasomotor 
regulation—direct regulation through the kidney 
nerves and indirect regulation through changes in 
the general blood pressure. 

In experiments on ten dogs they found that re- 
generation of the nerves of the kidney began 
promptly after the nerves were sectioned and was 
complete after from four to six months. The regen- 
eration was demonstrated not only by the anatomi- 
cal findings, but also by oncometric measurements. 

In a study of the function of the kidney after 
total denervation which they made on eight dogs, 
determining variations in azotemia and the secre- 
tion of urine, they noted a decrease in the excretory 
capacity of the kidney after the denervation which 
lasted for from three to six months. At the end of 
that time excretion was normal or nearly normal. 
Partial denervation was found sufficient to stop kid- 
ney pain and to cause less disturbance of renal 
function than total denervation. 
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A study of renal function after simple periarteria! 
sympathectomy which was carried out by similar 
methods on two dogs showed that this operation 
was followed by an increase in the functional capac 
ity of the kidney for one or two months and an 
increase in the amount of urine without any specia! 
change in the composition of the urine or the degre: 
of azotemia. 

In studies of the effect of decapsulation on twenty 
three dogs it was found that the capsule re-appeared 
in from six to eight days. The regenerated capsul: 
was less distensible than the normal capsule; after 
about seven months it was about one-fourth less 
distensible. No collateral circulation developed, ani 
the normal transcapsular anastomoses were de 
stroyed. Separate injection of the arterial and ve 
nous systems with the same pressure showed tha! 
for several days after the decapsulation there wa: 
distention with an increase in the number of sma! 
injectable vessels. By the method of artificial circu 
lation it was found that the decapsulation was fol 
lowed by an increase in the circulation which becam: 
apparent after from six to eight days and reached 
its maximum after from fifteen to twenty days. At 
the end of that time the circulation returned to 
normal. Functional methods (decapsulation and de 
terminations of the variations in azotemia and the 
excretion of urine) showed improvement in the func 
tion of the kidney similar to that following periarteria| 
sympathectomy with, in some cases, a decrease in 
the azotemia. AuprEY G. MorGan, M.D. 


Walters, W., and Wright, W.: Operations on 
Solitary Kidneys and Ureters; Report of Fifty- 
Two Cases. Surg., Gynec. & Obst., 1930, li, 836. 

A successful result from ureteropyeloneostomy for 
the relief of anuria with hydronephrosis due to com 
plete obstruction at the ureteropelvic juncture of a 
solitary kidney and the successful outcome of pelvio 
lithiotomy in two cases of solitary kidney led the 
authors to review the fifty-two cases in which opera 
tion was performed on a solitary kidney or ureter 
at the Mayo Clinic in the period from November 
1911, to January, 1930. The purpose of the review 
was to determine the indications, risk, and results 
of operations on the solitary kidney or ureter. 

Operation on a solitary kidney was done twice 
as often on males as on females, and in 75 per cent 
of the cases it was done in the third or fourth 
decade of life. Multiple operations on the solitary 
kidney were done in six cases, with a successful 
result in all. In four of these they were done for 
recurrent stone. In forty-five of the fifty-two cases 
the operation was performed for the removal oi 
urinary calculi, and in seven for conditions other 
than stone. Of the forty-five cases of lithiasis, the 
stone was removed from the kidney in thirty-four 
and from the ureter in eleven. 

In the cases reported in the literature and those 
treated at the Mayo Clinic the mortality of opera 
tion on the solitary kidney for the removal of stone 
was approximately 13 per cent. The operative risk 














in these cases was due to delay, during which there 
was a decrease in renal and renal infection occurred. 
This is evident from the cases of six patients who 
died following the operation. In all of these cases 
renal function was abnormally low and the urine 
contained a maximal amount of pus. Delay in 
operating on a solitary kidney until urinary obstruc- 
tion with anuria had occurred definitely increased 
the mortality of operation. The risk of operation 
on the solitary kidney is dependent on the function 
of the kidney and the degree of infection. In cases 
of lithiasis, the results are dependent somewhat on 
the size and number of the stones. When the stone 
or stones are large the possibility of a persisting 
urinary fistula must be considered. 

Reports in the literature and the cases treated at 
the Mayo Clinic indicate that when renal function 
is satisfactory and there is no unusual infection, 
multiple operations can be safely undertaken on a 
solitary kidney with the expectation of satisfactory 
results. Although the prognosis may seem to be 
almost hopeless because of anuria and impending 
uremia due to delay, operation should be under- 
taken, as recovery has occurred under such cir- 
cumstances. 

Walters and Wright have been able to find in the 
literature fewer than ten cases in which multiple 
operations were done on a solitary kidney. In all 
of them, as in the six reported in this article, re- 
covery resulted. This fact bears out the early 
experimental observation of Tuffier and the clinical 
observations of Babcock and W. J. Mayo that not 
only life but also working power can be maintained 
with as little as half a normal kidney. 


BLADDER, URETHRA, AND PENIS 


Hunner, G. L.: Neurosis of the Bladder. J. Urol., 
1930, Xxiv, 567. 

In certain cases of constant bladder discomfort, 
pain in the lower part of the abdomen and pelvis, 
and frequency of urination or day and night in- 
continence, urinalysis is negative but cystoscopy re- 
veals urethritis and trigonitis. The inflammation 
may be due to gonorrhoea or a focal infection or 
both. In cases in which it is of gonorrhceal origin, 
local applications of a 3 to ro per cent solution of 
silver nitrate give excellent results. In those in 
which it is due to focal infection only removal of the 
focus of infection will give relief. 

Another cause of constant bladder discomfort is 
elusive ulcer of the bladder. Hunner usually tells 
patients with such a lesion that they must be content 
with a method that brings reasonable comfort 
through continued application. The instillation of 
1 0z. of a 1:500 solution of silver nitrate twice a week 
may be sufficient. The direct application of 10 per 
cent solution of silver nitrate to the ulcer may give 
relief for from four to six weeks. When simpler 
methods fail, fulguration under complete narcosis 
may be done. If the lesion is found to be quite 
limited when the bladder is open, it may be cauter- 
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ized with the electrocautery under local anesthesia. 
Resection has been given up by Hunner as the in- 
cidence of recurrence is 42 per cent. 

A third condition which may cause bladder dis- 
comfort is stricture of the ureter. Of too patients 
with ureteral stricture, 71 had bladder symptoms. 
In 33 cases the bladder symptoms were severe, and 
in 38 they were mild. Many of the patients had 
severe bladder symptoms during attacks of renal 
pain due to partial or complete closure of the 
strictured area. Of too cases of ureteritis, infiltra- 
tion of the urethra was found in 85. Of 127 cases of 
elusive ulcer, ureteral stricture was found in 60. 
In cases of this type it is Hunner’s practice to treat 
the ureteral stricture first, then eliminate any focus 
of infection, and finally, if relief has not been ob- 
tained, to treat the bladder lesion. Of more than 
250 cases of partial or complete urinary incontinence, 
Hunner found ureteral stricture to be the cause in 
the vast majority. In this condition he has obtained 
remarkable results by restoring good kidney drain- 
age and eliminating distant foci of infection. In 
cases of nocturnal incontinence in children excellent 
results have been obtained from tonsillectomy. 

Hunner recently saw for the first time a case of 
malignancy of the bladder developing in an ulcer 
area. He reports this case in detail. 

ANDREW MCNALLy, M.D. 


Pieri, G.: Clinical Contributions on the Surgery of 
the Sympathetic Nervous System. The Treat- 
ment of Tuberculous Cystitis (Contributi clinici 
alla chirurgia del sistema nervosa vegetativo). 
Arch. ital. di chir., 1930, xxvii, 454. 

The author believes that in the present state of 
our knowledge on the physiology of the nerve supply 
of the bladder it is justifiable, in the treatment of 
chronic painful cystitis, especially tuberculous cysti- 
tis, to perform a resection of the presacral nerve, as 
was done by him for the first time in February, 1926. 
Besides relieving the pain, this operation may exert 
a favorable influence also on the function of the blad- 
der and perhaps a biological effect on the tuberculous 
process by reason of the vasodilation it produces. 

In some cases the resection of the presacral nerve 
might be advantageously supplemented by bilateral 
section of the sympathetic cord at the level of the 
fifth lumbar vertebra and ramisection of the first 
sacral ganglia. If there are painful lesions of the 
posterior urethra, the pudendal nerves may be 
blocked with alcohol. 

Pieri reports three cases treated by surgery of the 
sympathetic nervous system. 


GENITAL ORGANS 


Lehmann, J.: The Origin of Tuberculosis in the 
Male Genital Organs (Zur Entstehung der 
Tuberkulose der maennlichen Geschlechtsorgane). 
Arch. f. path. Anat., 1930, cclxxvii, 537. 

The studies of a number of investigators have led 
to the conclusion that the anatomically intact testicle 
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or epididymis, seminal vesicles, and prostate of a 
man suffering from chronic pulmonary tuberculosis 
can excrete tubercle bacilli. They have led also to 
the conception of a bacillary catarrh (Simmonds). 
Against these conclusions are the findings of another 
group of investigators. At a meeting of the German 
Pathological Society at Vienna in 1929, Berblinger 
reported autopsy findings which he maintained 
refuted the theory of the excretion of tubercle bacilli 
through intact glandular epithelium and also the 
occurrence of a bacillary catarrh. At the suggestion 
of Berblinger, the author systematically examined 
all parts of the genital organs of every corpse coming 
to autopsy in which a tuberculous focus was found 
in the lungs. To date, he has examined in this way 
121 bodies, 86 those of males and 35 those of females. 
In this article he reports the findings in the 86 male 
cadavers. 

The cases are divided into 3 groups: (1) those of 
tuberculosis of the lungs and the adjacent lymph 
nodes, in which no hematogenic metastasis could be 
demonstrated at autopsy; (2) those in which 
autopsy disclosed an older organic metastasis of 
hematogenic origin elsewhere than in the genital 
organs; and (3) those of miliary tuberculosis. As 
tubercle bacilli were not found in any of the speci- 
mens, the author feels justified in concluding that 
the presence of bacilli in anatomically unchanged 
sexual organs and the development of a bacillary 
catarrh must be extremely rare if they occur at all. 

Most investigators have assumed that the first 
metastasis in the genital organs develops by way of 
the blood stream, but as none of them could make 
any definite statement as to the location of the 
primary genital focus, their reports were based on 
assumptions. In order to determine the beginning 
of the tuberculous focus, Sussig examined the mac- 
roscopically unchanged sexual organs of 13 males 
who had died of recent miliary tuberculosis. He 
found that the first changes developing by way of 
the blood stream are interstitial, perivascular tuber- 
cles. Tubercle bacilli in the lumina of the canaliculi 
were found only in cases in which the rupture of an 
interstitial tubercle into the lumen was demonstrable. 
The author was able to confirm the findings of Sussig. 
He believes that he has demonstrated also a special 
predisposition of the prostate and seminal vesicles 
to tuberculosis. 

Numerous reports have been published with 
regard to the primary genital localization of the 
tuberculous focus and whether its spread is testifugal 
or testipetal. Especially surgeons have regarded the 
epididymis as the first site of tuberculosis of the 
male sexual tract. Only after von Baumgarten 
proved that tuberculosis may spread also in a direc- 
tion opposite the physiological current of secretion 
did the testipetal spread of tuberculosis of the 
sexual organs receive much attention. Subsequently 
the view that tuberculosis of the epididymis is 
usually of secondary genital origin became more 
widely accepted. In the author’s 14 cases of this 
type, the organic tuberculosis was so extensive that 
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the development of the primary genital focus could 
not be determined with certainty. However, the 
examinations of the individual sexual organs were 
carried out so systematically that an origin from 
bacillary excretion from the testis or epididymis 
must be rejected. 

A combination of tuberculosis of the kidneys and 
the male sexual organs may occur, but interde 
pendence of the two conditions is doubtful. 

Among 17 cases of tuberculous changes in the 
sexual tract, which are cited the prostate was in 
volved in 13, and 1 of the seminal vesicles was 
involved in 16. In all of the cases it could be shown 
definitely that the original focus was in either the 
prostate or the seminal vesicle. In every case in 
which the tuberculous focus had ruptured into the 
lumen of the involved seminal vesicle there was 
dissemination toward the testis. From these findings 
it is evident that the prostate and seminal vesicles 
are frequently affected by tuberculosis. A special! 
predisposition of these organs is therefore suggested 
The author plans to carry out other investigations 
to determine whether the frequent involvement o/ 
the prostate and seminal vesicles by tuberculosis 
may be dependent upon their vascular supply or 
the size of the individual arteries. 

Castration is merely a palliative operation which 
removes the secondary genital focus in the epi 
didymis. If it were possible to diagnose tuberculosis 
of the seminal vesicles by careful clinical examina 
tions, the extirpation of an extrapelvic section about 
to cm. long of one or both vasa deferentia might 
render castration unnecessary. ZILLMER (Z). 


Grinda, J. P.: Calculi of the Prostate (Les calculs 
de la prostate). J. d’urol. méd. et chir., 1930, xxx, 
225. 

Prostatic calculi have been known for a long time, 
having been first described by Donatus in 1586. 
Although later studied by Louis, Morgagni, Civiale, 
Velpeau, and Bernard, knowledge of this variety of 
concretion increased slowly. In 1901, Pasteau and 
Guyon very completely established the patho- 
genesis, varieties, and locations of prostatic calculi, 
but for a long time thereafter these stones were 
ignored in the textbooks. Cases reported in the 
literature were cited as rarities, and no distinction 
was drawn between urethral stones and true pro- 
static calculi. 

With more generalized use of the X-ray, the cases 
reported became more numerous. To the 173 
known in 1918, Kretchmer added 73 cases in 1920. 

A distinction must be drawn between calculi of 
the prostatic urethra and those of the gland. 

Most urethral calculi are formed higher in the 
urinary tract and in their migration are arrested by 
the narrow membranous urethra. They are usuall; 
single and always few. Increasing in size, they may 
extend into the bladder, assuming an hour-glass 
form. Again, they may extend into the membranous 
urethra or a prostatic diverticulum. These stones 
are composed of urates or phosphates. The symp 











toms are often little characteristic and frequently 
do not appear until late as the stone may be tol- 
erated for a long time. Most frequent are dysuria 
with burning in the glans penis, the passage of sand, 
and terminal hematuria. Genital symptoms (im- 
potence, painful ejaculation, hamospermia, priap- 
ism) are rare. Rectal examination is usually nega- 
tive. The urine may contain pus and blood. 

The diagnosis is made with a bougie a boule. The 
instrument encounters a hard, rough obstacle. By 
X-ray examination number and exact site of the 
calculi can be determined. The stones are always 
distinctly median with occasional lateral prolonga- 
tions into a diverticulum. The X-ray will reveal 
also other stones which frequently are present in 
the bladder, ureters, or kidneys. 

The calculi of the prostate are very different. It 
is generally agreed that they form about the small 
concretions normally found in the prostatic gland 
and are always dependent upon chronic prostatitis. 

Two types must be distinguished. Those of the 
most common type develop in diverticula which 
have followed the evacuation of one or more ab- 
scesses into the urethra. Such calculi may reach a 
considerable size and are always in communication 
with the urethra. Those of the other type, the true 
prostatic calculi, form in the depth of the gland and 
do not communicate primarily with the urethra. 
The chief factor in their formation is chronic in- 
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flammation. Their size varies from that of a buck- 
shot to that of a cherry stone. Their number is 
often large, sometimes reaching 200. 

Prostatic calculi are encountered under various 
circumstances—at autopsy, in the course of routine 
roentgenography, and during the enucleation of an 
adenoma. In the last instance they are found in 
the compressed gland forming the capsule of the 
tumor. 

In the diagnosis of stones which have formed in 
prostatic diverticula the MacCarthy cysto-urethro- 
scope is of great aid. 

The treatment of calculi of the prostatic urethra 
is operative. The smaller stones can be removed 
by the prerectal perineal route. When there is an 
extension into the bladder or vesical or ureteral 
stones are present the suprapubic route should be 
used. 

True prostatic calculi offer a different problem. 
In the past, most surgeons were satisfied to remove 
them by the perineal route, but because of the 
probability of recurrence suprapubic prostatectomy 
is now believed preferable. The enucleation is 
difficult because there is no line of cleavage as in 
an intraglandular adenoma, but it has the advan- 
tage of being radical and as done by Pasteau, 
Marion, Maisonnet, Michon, and others it has given 
excellent immediate and late results. 

ALBERT F. DE Groat, M.D. 








CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Varela, M. E.: The Circulation of the Bone Marrow 
and Considerations of Certain Problems of 
Histophysiology (Circulacién de la médula ésea 
y consideraciones sobre algunos problemas de histo- 
fisiologia). Rev. méd. Lat.-Am., 1930, xv, 1538. 

The author states that since Neumann in 1863 
published his first contribution on the cytopoietic 
function of the bone marrow, numerous articles on 
the histology of the bone marrow have appeared, but 
the majority of the investigations dealt with the 
cytology and ontogenesis of the blood cells rather 
than the structure of the bone marrow considered 
as an organ. 

In this article Varela reports investigations in 
which he studied especially the topography and 
structure of the blood vessels in the diaphyseal 
marrow. 

In the histological study of the sinusoid vessels 
of the bone marrow he used the method of saturation 
of the vascular endothelium im vivo with a substance, 
such as Chinese ink, which could be easily recognized 
in sections. Another procedure employed was the 
induction of passive congestion by ligation of the 
veins, a method which is better than the injection 
of gelatin. The combination of these two methods 
and Mallory staining of fixed sections gave him the 
best results. The experimental animals were 
rabbits. 

The author concludes from his findings that the 
vascular network of the bone marrow is completely 
closed, but that perhaps it occasionally opens at 
certain points to allow the entrance into the circula- 
tion of new erythrocytes and platelets since these 
elements cannot enter by diapedesis. 


Magliulo, A.: Post-Traumatic Ossification of 
Muscles (Contributo allo studio delle ossificazioni 
muscolari post-traumatiche). Sperimentale, 1930, 
Ixxxiv, 301. 

Fourteen cases of ossification of muscle following 
trauma are reported with roentgenograms, and the 
histopathology of a case of ossification of the bra- 
chialis anticus muscle following posterior disloca- 
tion of the elbow is discussed in detail. The author 
believes that this form of ossification is a direct 
ossification. While he admits that completely differ- 
entiated cells of the interfascicular connective tissue 
may undergo metaplasia, taking on an embryonic 
character and then developing into bone tissue, he 
suggests the possibility that a process of ossification 
may originate directly from embryonic connective 
tissue cells which act as osteoblasts, produce bone 
lamella2, and become differentiated into bone cells. 
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In the lesions under discussion there is almost al- 
ways an effusion of blood which contributes to the 
deposition of calcium, thereby furnishing materia! 
for the young connective tissue in its development 
into bone. However, the author makes a distinction 
between the simple calcification of hematomata ani! 
true ossification. 

The ossifications should be excised, but not unii! 
the process is definitely complete. When ossification 
is complete, a fibrous wall usually forms around tix 
bone and isolates it from the surrounding muscle. 
It can then be easily removed. Some surgeons ai- 
vise delaying the operation for a year after the begin 
ning of the ossification, but in the author’s opinion 
the time at which the bone formation should be re- 
moved varies in different cases. If the ossification js 
attached to bone, the periosteum and a part of the 
cortex at the site of implantation should be remove: 
with it. Care should be taken to prevent injury o/ 
the muscle and to control bleeding in order that a 
secondary hematoma may not form. Some su 
geons advise leaving the cavity open and tamponing, 
but in the author’s opinion this is not necessary in 
all cases. As a rule the cavity can be closed aroun! 
small horsehair drains which may be removed after 
a few days. If careful asepsis is observed there wil! 
be no recurrence. AupREY G. Morcan, M.D. 


Carnett, J. B.: So-Called ‘‘Subacromial Bursitis.’’ 
Surg. Clin. North Am., 1930, x, 1309. 

The author states that the condition usually des- 
ignated as subacromial bursitis is very common ani! 
presents a distinct clinical picture, but is often not 
recognized by the general practitioner. Its presence 
should be considered in every case of acute or chronic 
pain and stiffness of the shoulder. There is often a 
brachial neuralgia extending to the elbow or to the 
hand and fingers. Subacromial bursitis is the mos: 
common cause of brachial neuralgia. 

In cases of brachial neuralgia or neuritis due to 
other causes the arm can be fully abducted, at leas 
passively if not actively. In bursitis, abduction ani 
internal rotation of the arm are always limited 0 
painful or both. As a rule the most severe pain is 
located over the outer aspect of the lower part 0! 
the deltoid muscle and an area of tenderness is 
found at a point just beneath the anterior edge 0! 
the acromion process. 

In the great majority of cases presenting marke! 
symptoms a calcareous deposit is present at tl 
site of the localized tenderness. This deposit caii 
be shown by roentgenograms taken stereoscopically 
or with extreme inward and extreme outward roti 
tion of the humerus. Frequently a calcareous 
deposit will be found also in the other shoulder. 
The deposit is always outside the bursa, beneath i's 
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floor. The author believes that the lesion giving 
rise to the symptoms is in the tendon rather than in 
the bursa because at operation the bursa is often 
found to be entirely normal. 

The treatment may be either operative or non- 
operative. The author discusses the non-operative 
treatment. Opiates are given for the control of the 
pain. The arm is at first held in moderate abduction 
by a large pillow placed between the arm and the 
side of the chest with the patient in the recumbent 
position. The arm is then brought into wider ab- 
duction. The abduction treatment is carried out 
twice a day. After two or three weeks of this treat- 
ment, the acute pain usually ceases. 

The author believes that spontaneous absorption 
of a deposit occurs only after an acute attack. While 
diathermy usually eases the pain temporarily, he 
is convinced that it does not hasten absorption as 
he has tried it in cases of symptomless deposits 
without benefit. H. Earte ConweE t, M.D. 


Nové-Josserand and Pouzet: Flail Scapula Fixed by 
Bolting with the Rib (Omoplate ballante fixée par 
verrouillage costal). Lyon chir., 1930, xxvii, 631. 

The case reported was that of a girl of twenty 
years. At the age of thirteen years the patient 
noticed that the movements of abduction of the 
shoulders above the horizontal were weak and that 
on these movements the scapulz had a tendency to 
rise. When she was seen by the authors, the scapule 
had risen so that their upper angles cut the line of 
the trapezius and their spinal border was 11 cm. 
from the spine. Looked at from in front, the shoul- 
ders projected forward, the clavicles formed a trans- 
verse protruding bar, and the supraclavicular tri- 
angles were very deep. The right arm could be 
elevated in abduction only 60 degrees. In the move- 
ment of abduction the scapula rose, the upper border 
moving upward and outward until it passed the line 
of the trapezius in a very characteristic manner, and 
the lower angle of the scapula moved a little inward. 

Functional examination disclosed paralysis of the 

trapezius, serratus magnus, and rhomboid muscles. 

An incision was made along the spinal border of 
the scapula and the rib at the level of the spine 

of the scapula was denuded for a distance of 8 

cm. and sectioned as far out as possible. A hole was 

then drilled beneath the spine of the scapula and the 
rib passed into it like a bolt. The inner border of 
the scapula was fixed to the spinous processes with 
two chromicized catgut sutures and the patient put 
on a plaster bed. After two weeks a plaster corset 
was applied with the arm in abduction at go degrees. 

When the cast was removed two months later the 

scapula was fixed; it did not move up or down. Two 

months later the patient returned and asked to have 
the other side operated upon. The movements of 
the arm were then very much freer and the scapula 

did move outward as before. 

The authors have performed the operation de- 
scribed in two cases. They state that it is physio- 

logical and effective. Aubrey G. Morcan, M.D. 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 371 


Ostergaard, C.: Osteochondritis Dissecans of the 
Elbow (Osteochondritis dissecans cubiti). Ugeskr. 
f. Leger, 1930, ii, 716. 

Next to the knee joint, the elbow joint is the most 
common site of joint mice. The author reports five 
cases of elbow disease in young persons which was 
not preceded by trauma. Roentgen examination 
disclosed osteochondritis dissecans of the head of 
the humerus. Extension of the joint was decreased 
from 10 to 20 degrees, and there was swelling of the 
tissues in the region of the posterior aspect of the 
joint, lateral to the olecranon. 

In deciding on the treatment of this well-defined 
joint disturbance, the surgeon must bear in mind 
the tendency of the condition to become cured 
spontaneously and the possibility that operation 
may not prevent the development of secondary 
arthritis deformans. Operation is indicated when 
there are foreign bodies causing symptoms, but 
must be as simple as possible. As long as the 
foreign bodies do not cause symptoms, operation 
may be delayed. Protective therapy of the joint is 
advisable. HAacEN (Z). 


Littlejohn, C. W. B.: Low Backache. J. College 


Surg. Australasia, 1930, iii, 201. 


The intrinsic causes of low backache are given by 
the author as tuberculous, syphilitic, and septic in- 
fection, neoplasms, fibrositis and arthritis due to 
toxins, and acute and chronic trauma. The site of 
the lesion may be in the musculotendinous junctions 
or in the joints and ligaments. 

The author discusses the diagnosis and treatment 
of sacro-iliac subluxation, sacro-iliac strain with 
subsequent arthritis, lumbosacral subluxation, an- 
terior lumbosacral strain, lateral lumbosacral strain 
with arthritis, and lumbosacral transverse arthritis. 

He states that a large number of industrial and 
other cases of low backache are probably due to 
strains of the joints of the lower spine. The disability 
is prolonged by delay of proper treatment, toxic 
absorption, and faulty posture. When appropriate 
treatment is given early it usually yields good 
results. In the majority of later cases improvement 
may be obtained by manipulation, postural exer- 
cises, removal of toxic foci, temporary fixation in 
plaster, and operative fixation. 

H. Earte Conwe .t, M.D. 


Zanoli, R.: Scoliosis and Myelitis from Compres- 
sion (Scoliosi e mieliti da compressione). Chir. d. 
organi di movimento, 1930, XV, 291. 

In recent years a spinal syndrome associated with 
severe scoliosis of the dorsal spine has been reported. 
Only twelve authentic cases are on record. The 
author reviews these cases and three others in which 
the diagnosis was less certain, and adds two cases of 
his own. 

Zanoli’s first case was that of a girl who, at the age 
of eleven years, had fallen 50 meters from a precipice, 
fracturing the seventh dorsal vertebra. Paralysis of 
the sphincters persisted for about a month and a slight 
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gibbus appeared at the middle of the dorsal spine. 
After about two months the girl recovered and was 
well for two years, but during this time the gibbus 
increased and an increasing scoliosis, convex to the 
right, appeared in the middle of the dorsal spine. 
When the girl was fourteen years of age spastic 
paraplegia developed. When she was first seen by 
the author the paraplegia had been present for a 
year. The findings of examination of the spinal 
fluid and of myelography with lipiodol, the disorders 
of motility and sensation, and the reflexes suggested 
compression of the cord in the eighth, ninth, and 
tenth segments. At operation, the dural sac was 
found flattened over the angle of the gibbus. The 
operation resulted in flaccid paraplegia. 

The second case was that of a woman of thirty 
years who in infancy had had rickets which resulted 
in progressively increasing dorsal scoliosis. When 
the woman was thirty years of age she began to 
suffer from pain and fever associated with weakness 
of the legs, amyotrophia, and abolition of the 
Achilles tendon reflex. Examination of the spinal 
fluid and myelography disclosed compression of the 
conus terminalis below the apex of the scoliosis. On 
laminectomy, absence of pulsation of the dural sac 
in the lumbar segment was noted and the cord pro- 
truded with force when the dura was incised. No 
inflammation or tumor was found. After the opera- 
tion the patient was able to walk without difficulty, 
but she still had an evening rise of temperature and 
complained of slight intermittent pain. This is the 
only case in which the condition was associated with 
pain and fever and occurred after the eighteenth 
year of age. 

In the diagnosis it is necessary to rule out in- 
tramedullary and extramedullary tumors and tuber- 
culous spondylitis. Tumor is ruled out by the al- 
most constant absence of pain and the symmetrical 
distribution of the spinal symptoms. Pott’s disease 
is ruled out by the absence of signs of destruction 
and of mediastinal abscesses in the roentgenogram 
and by the extreme scoliosis and torsion. 

The clinical symptoms, the examination of the 
spinal fluid, and the findings of myelography and 
operation show that the myelitis is caused by com- 
pression. This is proved also by the results of simple 
decompressive laminectomy in cases which are not 
too far advanced. The only treatment offering any 
hope of a successful outcome is decompressive 
laminectomy. Auprey G. Morcan, M.D. 


Jepson, P. N., and Brav, E. A.: The Manipulative 
Treatment of Chronic Arthritis of the Spine. 
Am. J. Surg., 1930, X, 285. 

After discussing the history and etiology of 
arthritis of the spine the authors report their method 
of correcting the deformities incident to this condi- 
tion. 

In the authors’ treatment, general anesthesia is 
induced and the patient turned on his abdomen. 
Then, with one assistant holding each lower extrem- 
ity up from the table, the surgeon manipulates the 
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area of the spine showing the greatest deformity, 
which is usually the lower dorsal region. During the 
manipulation the sound of the breaking up of 
fibrous adhesions is usually heard. The pressure is 
continued over the deformity until the spine is 
slightly over-corrected. A_plaster-of-Paris cast 
extending from the armpits to the knees is then 
applied with the patient resting on hyperextension 
bars. 

After from ten days to two weeks the cast is 
bivalved and baking and massage are begun. As 
the patient grows stronger he is allowed to be out 
of the cast for increasing intervals of time, and when 
he is strong enough to stand a brace is applied to 
hold the back in the corrected position. 

Four cases in which this treatment was given ar 
reported. The first was that of a man twenty-four 
years of age with stiffness and fixed flexion of the 
spine which had come on gradually after about two 
years of backache. Roentgen examination showed 
no bony ankylosis. After manipulation, a cast was 
worn for two weeks and then a brace for two months 
At the end of that time the patient was so much 
relieved that he refused to wear the brace any longer 
He was able to stand erect and to walk with assur- 
ance. 

The second case was that of a man twenty-three 
years of age with a general kyphosis which had kept 
him from working for three years. Manipulation 
was done after a course of medical treatment. Four 
months after the manipulation the spine was 
straight, but its movement was limited and the use 
of crutches was necessitated by stiffness of the hips. 
However, the patient considered his condition much 
improved by the treatment. 

The third and fourth cases were those of young 
men with flexion deformity. In these also, manipula- 
tion resulted in good extension of the spine. 

Bony ankylosis is a contra-indication to manipula 
tion. Wittram A. Crark, M.D. 


Leddy, E. T.: The Roentgen Treatment of Metas- 
tasis to the Vertebrze and the Bones of the 
Pelvis from Carcinoma of the Breast. Am. J. 
Roenigenol., 1930, xxiv, 657. 

Skeletal metastasis from carcinoma of the breast 
is a manifestation of the terminal generalization of 
the disease. Its incidence should therefore approach 
100 per cent, but is difficult to determine exactl; 
from the literature. 

The reason why carcinoma of the breast should 
metastasize so frequently to the vertebral and 
pelvic bones is not known. According to many 
observers the parts of the skeleton most frequently 
involved are the spinal column, the pelvis, the 
upper part of the arm, the ribs, and the skull (given 
in order of decreasing frequency of involvement). 
Occasionally a primary tumor has not been found 
clinically when symptoms of metastasis were mani 
fest. It has been stated that the possibility of 
metastasis is closely related to the histological struc 
ture and spatial extent of the primary tumor; that 
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the greater the local growth of the neoplasm the less 
likely it is to metastasize; and that the incidence of 
metastasis to bone is highest in cases of scirrhous 
carcinoma. 

The mechanism by which malignant cells are 
carried to the vertebral and pelvic bones is still a 
subject of controversy. Carcinoma metastases in 
bone develop within the marrow. When the number 
of carcinoma cells is small, the marrow appears 
normal. Having invaded the bone, metastatic car- 
cinoma may cause the formation of individual nod- 
ules or an infiltration so profuse that it may fill the 
whole spongiosa of a vertebra or the head of the 
femur. It may then grow along the vessels of the 
cortex to the surface and produce a knobby sub- 
periosteal thickening or multiple diffuse regions of 
bone absorption. 

In an attempt to evaluate the influence of roent- 
genotherapy on metastases of carcinoma of the 
breast to the vertebre and the bones of the pelvis, 
Leddy reviewed the cases of forty women who 
were treated in the Section on Roentgen-Ray 
Therapy of the Mayo Clinic in the period from 1925 
to 1928 inclusive. In twenty cases the primary 
lesion was in the left breast; in nineteen cases, in 
the right breast; and in one case, in both breasts. 
The age at which it developed was that usually 
given as the ‘‘cancer age.” 

The characteristic symptom of involvement of 
bone secondary to carcinoma of the breast is pain. 
At first, this may be mild or transitory, but later it 
becomes more severe and constant. Skeletal metas- 
tasis may be present for months without evidence of 
local recurrence or visceral metastasis. Of the forty 
patients whose cases are reviewed by the author, 
two complained of mild pain, twenty of severe pain, 
and eighteen of crippling pain. 

The neuralgic pain may last for a long time with- 
out palpable deformity of the bone. Ultimately, the 
shape of the spinal column changes. In thirty-eight 
of the cases reviewed, roentgenograms of the 
thoracic organs were negative for metastasis, but in 
two of them they revealed carcinomatous spread. 
It is, of course, evident that roentgenotherapy 
directed to the thorax in postoperative treatment 
can have no effect on malignant cells already dis- 
seminated outside the fields treated and cannot 
retard the growth of cells already in the spinal col- 
umn and the bones of the pelvis. 

Of the sixteen patients who underwent operation 
at the Clinic, nine received postoperative roentgen 
treatment at the Clinic, one received such treatment 
at the Clinic and elsewhere, and six had no post- 
operative treatment. Although the number of cases 
operated upon at the Clinic is too small to permit 
definite conclusions or generalizations, they suggest 
that there is no relationship between the histological 
character of the tumor and the incidence or type of 
metastasis. 

The roentgenograms in the cases reviewed showed 
that metastasis was most frequent in the region of 
the sacro-iliac joint, next most frequent in the 
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sacrum, next most frequent in the lumbar part of 
the spinal column, less common in the femur, and 
least common in the pubis. 

Various methods of relieving the pain of metastatic 
carcinoma in bone have been reported, but as a rule 
the pain of malignant involvement of the vertebre 
and pelvis has been treated with analgesics and 
sedatives. That roentgen therapy may give excel- 
lent results in cases of osseous metastasis has been 
known since 1907, but the literature contains few 
references to systematic studies of roentgen irradia- 
tion in this condition. In spite of the common 
opinion that metastatic carcinoma in bone is re- 
sistant to irradiation, excellent results have been 
obtained from moderate divided doses. 

Of the forty patients whose cases are reviewed by 
the author, thirty-two were treated for the relief 
of pain and eight were given placebo treatment. 
Of the thirty-two treated for relief of pain, only two 
failed to develop analgesia. The data are incon- 
clusive, but in fourteen cases in which the pain was 
not relieved until from one to two weeks after the 
treatment the analgesia lasted for from two to four 
months or longer, whereas in seventeen cases in 
which relief was obtained more quickly it usually 
lasted less than two months. In the two cases in 
which the treatment failed, roentgenograms were 
positive for metastasis. 

In evaluating the results of treatment it is neces- 
sary to consider both the symptomatic efiect and 
the organic changes in the lesion. ‘The relief of the 
pain of metastases in bone probably depends upon 
destruction of inflammatory and carcinomatous 
cells and a direct action on the nerves. Manifest 
results from irradiation of a tumor require the 
absorption of an effective dose by the lesion and the 
lapse of sufficient time after the irradiation for the 
effects to become manifest. 

The palliative results lasting for several months 
which were obtained in more than go per cent of the 
cases reviewed indicate that roentgen therapy is 
worth while. 
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Verrall, P. J.: Some Amputation Problems. 
Roy. Soc. Med., Lond., 1930, xxiv, 183. 


Proc. 


The author states that in the case of the lower 
limb a tilting table prosthesis should be avoided if 
possible, but is necessary for a stump measuring 
less than 5 in. from the great trochanter. In general, 
the best amputation of the lower limb is done just 
below the small trochanter. After such an amputa- 
tion the psoas flexes the stump and the patient sits 
in the bucket of the prosthesis. For an above-knee 
limb, the amputation should be at least 4 in. above 
the condyles and, preferably, should leave a stump 
measuring 10 or 11 in. from the great trochanter 
when the normal femur measures 19 in., and a 
stump measuring 12 in. when the normal femur is 
longer. The ideal below-knee stump includes 7 in. 
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of tibia, but much shorter stumps than this can be 
fitted. Greater length in the leg is useless. 

In the arm, the ideal amputation above the elbow 
is done 7 in. below the acromion and the ideal 
amputation below the elbow is done 7 in. below the 
olecranon. 

It is generally agreed that flaps should be no longer 
than the diameter of the limb and should contain 
no more muscle in their base than is necessary to 
insure a sufficient blood supply. 

Among the most frequent amputation problems 
are nerve disturbances. The author agrees with 
Page that the major nerves should be dealt with 
by crushing and tying with minimal traction. How- 
ever, he does not approve of alcohol injection to 
relieve the pain in the early days after the amputa- 
tion and to obtain earlier settling down of the 
sensitive reflex. He believes that alcohol injection 
produces a perineural fibrosis. 

Hemostasis should be complete. There should 
be no hesitation in surrounding small portions of 
tissue with a circular ligature when there are patches 
of small vessels which cannot be picked up singly. 
If hemostasis is complete, drainage is unnecessary. 
The author believes that it is better to allow space 
between sutures for the exit of oozing than to intro- 
duce a drainage tube. 

To give rest and prevent flexion deformity, below- 
knee stumps should be splinted and above-knee 
stumps should be steadied by a light sand bag 
placed above (not below) the stump. 

The author usually does not change the dressings 
until the fourth day. He keeps the patient in bed 
for at least three weeks. He states that when the 
stump is normal, massage is quite useless and may 
be harmful. 

Emergency amputations are of three varieties— 
the guillotine amputation, the through-joint am- 
putation, and the amputation with flaps left open. 
The last is done only when the sepsis feared is 
comparatively mild and the length of limb that can 
be preserved is so short that the joint above can be 
permanently preserved by no other procedure. As 
emergency amputations are generally necessitated 
by sepsis, it is essential in such operations to avoid 
opening up fresh tissue and to establish maximum 
drainage. These requirements are met better by the 
guillotine amputation than by the through-joint 
amputation as the recesses of the synovial cavity 
may harbor sepsis long after it has apparently sub- 
sided. Undue retraction of the skin can be pre- 
vented by some form of extension. 

The author has found spraying the raw surface 
with dichloramine-T superior to all other methods 
of dressing. 

Re-amputation must be deferred until all sinuses 
have been healed for at least three months and 
there is no cedema of the stump, but not neces- 
sarily until the wound is healed or all sequestra 
have separated. 

The author believes that the Lisfranc amputation, 
although almost universally condemned, is a good 
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type of amputation provided the proper prosthesis 
is fitted. The proper prosthesis is one in which the 
loss of the long arch of the foot is replaced by an 
arch support. 

The Chopart amputation is inadvisable in the 
cases of adults but a very valuable amputation in 
the cases of children since in the latter muscle 
balance for the gastrocnemius can be obtained by 
proper transplantation of the tibialis anticus. 

The Syme operation, even when performed skill 
fully, is far less certain to give satisfactory result: 
than a midtarsal amputation. 

Amputation stumps which appear too short can 
frequently be fitted with good prostheses if the excess 
of soft tissue is removed. In amputations of th: 
thigh with preservation of the hip joint a thin 
conical stump may be quite useful. In the leg, : 
bone length of 134 in. is sufficient provided thc 
gastrocnemius is removed. When the knee cannot 
be preserved it will be necessary to amputate throug! 
the thigh if a modern limb is to be fitted. When th: 
patient cannot afford a modern limb the question 
of excision of the fibula arises. In general, th 
head of the fibula should be preserved as it affords 
an excellent anchor for a prosthesis, but when th« 
end of the fibula has rotated and the tibiofibular 
joint is loose, removal of the whole bone is essential. 

The causes of unsatisfactory stumps are numerous. 
Too early limb fitting may lead to a chronic peri- 
ostitis, especially in cases in which sepsis was the 
indication for the amputation. Loss of the cutaneous 
nerve supply will lead to trophic disturbances and 
even to ulcer formation. Seborrhcea, acne, furuncles, 
and intertrigo may occur in cases in which the skin 
is sensitive. An adherent scar may or may not lead 
to disability. When it does, it should be excised. 
Ulceration may result from circulatory deficiency, 
trophic disturbances due to nerve division, genera! 
diseases such as lues, and nervous diseases such as 
syringomyelia. The treatment must be directed 
against the cause. Burse normally form over pres 
sure points. They cause trouble only when the 
prosthesis is improperly fitted. Osteomyelitis of the 
stump calls for surgical treatment. Spurs rarely 
require removal, and it is doubtful whether thei: 
formation can be prevented by treatment of the 
bone end. Stiffness in the joints may necessitate 
re-amputation or arthroplasty to allow the use of a 
prosthesis. Neuromata are especially liable to cause 
trouble when sepsis has been present. In most case: 
good limb fitting is sufficient for relief. If not, loca! 
excision is indicated. Circulatory disturbances o/ 
nervous origin may be relieved temporarily but not 
permanently by sympathectomy and ramisection 
Causalgia and the phantom limb are cured only by 
time and occupation. 


Rollo, S.: The Fate of Cartilage Transplants (Sulla 
evoluzione e sul destino dei trapianti di cartilagine). 
Ann. ital di chir., 1930, ix. 


The author reports experiments on young and 
mature rabbits in which he grafted cartilage with 














and without perichondrium. The histological find- 
ings are shown in photomicrographs. Macroscopic 
and microscopic examinations were made at varying 
periods up to as long as two years after the trans- 
plantation. 

The experiments showed that cartilage grafted 
into the subcutaneous tissue dies, undergoing more 
or less slow degeneration followed by absorption, 
connective tissue substitution, and calcareous infil- 
tration. These phenomena are retarded by the 
presence of the perichondrium and take place con- 
siderably earlier in heterotransplants than in homo- 
transplants. 

Rollo believes that reports of the permanent tak- 
ing and proliferation of cartilage grafts are based 
entirely on observations of cells in the peripheral 
zones of the grafts which are better nourished and pro- 
tected by the perichondrium and therefore preserve 
their normal appearance longer than the other cells. 
He concludes, however, that the absorption and 
connective tissue substitution take place sufliciently 
slowly for cartilage to be employed as a material 
for prostheses in surgery. 

AupREY G. Morcan, M.D. 


Tavernier, L.: The Robertson-Lavalle Operation 
in Joint Tuberculosis (L’opération de Robertson- 
Lavalle dans les tuberculoses articulaires). Lyon 
chir., 1930, Xxvil, 645. 

The author reports fourteen cases of joint tuber- 
culosis treated by the Robertson-Lavalle operation 
which were followed up for not less than a year and 
not longer than four years. Eight of them were 
cases of tuberculosis of the hip and six were cases of 
tuberculosis of the knee. 

At first, Tavernier used the original Robertson- 
Lavalle technique, making oblique canals in the 
bones from the metaphysis to the epiphysis, intro- 
ducing bone grafts into these canals, and uniting 
the ends of the bone grafts by subcutaneous grafts. 
When the Robertson-Lavalle technique was modified 
by omission of the subcutaneous para-articular 
grafts, Tavernier adopted the simplified method. 
Ultimately he omitted the bone grafts also for he 
decided that, as the roentgenograms showed no 
proliferation of bone, the good effect of the opera- 
tion was due, not to the bone grafts, but to the per- 
foration of the bone, and the results would be better 
if the canals were not occluded. 

In all but two of the cases reviewed the immediate 
functional improvement was remarkable. When the 
casts were taken off at the end of three weeks the 
joints were free from pain, contracture, and vicious 
attitudes, and painless mobilization could be begun. 
After a few days of rest in bed the majority of the 
patients were able to begin to walk. Decided im- 
provement was apparent also in the general con- 
dition, the local swelling decreased, and the fistule 
dried up. 

Unfortunately, the improvement was only tempo- 
rary in the majority of the cases. In five, it lasted 
only from one to three months, and in ten it lasted 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 375 


ten months. In some cases recurrence developed 
after the patient was believed to be cured. In 
others with apparent cure the roentgenograms 
made in the follow-up examinations showed pro- 
gressive bone lesions although walking was not pre- 
vented by pain or rigidity of the joint. A complete 
cure seems to have been obtained in only three 
cases, and in these the lesions involved only the 
synovial membrane. 

On the basis of these results the author concludes 
that the operation is not to be recommended for 
cases of serious bone lesions, but that in its simplified 
form it is free from risk and worth trying in cases of 
early synovial involvement. Even in the latter it is 
not a curative operation, but only an adjuvant to 
the classical treatment. ‘Tavernier attributes its 
effects to changes in the vasomotor conditions of 
the focal circulation brought about by the local 
bleeding. ‘This would account for the transitory 
character of the effects. 

AuDREY G. Morcan, M.D. 


McKim, L. H.: Conservatism in the Treatment of 
Infective Bone Lesions of the Fingers. Canadian 
M. Ass. J., 1930, xxiii, 642. 

The author states that there seems to be a tend- 
ency, especially in industrial surgery, toward radical 
treatment of bone lesions of the fingers, even to the 
point of amputation in some cases. He believes that 
this is due to economic pressure, amputation being 
accepted by the patient in order to escape prolonged 
disability. 

The presence of periostitis or osteomyelitis is not 
always an indication for curettage. If roentgen 
findings were better understood and more conserva- 
tive treatment was given, many injured fingers 
might be saved. 

The author reports three cases of infected bone 
lesions of fingers. 

In the first case, that of a nurse, a roentgenogram 
made seventy-two hours after the finger was pricked 
with a pin showed a small area of bone absorption 
on the distal phalanx. A ‘‘fish-mouth” incision was 
made and a pocket of pus evacuated. The packing 
was removed after five days and the patient returned 
to duty after two weeks. 

In the second case, in which there was a severe 
infection of the index finger, a sequestrum involving 
the distal three-fourths of the proximal phalanx was 
removed. Good function was obtained although the 
finger was reduced to a little more than half its 
normal length. 

In the third case a roentgenogram made a month 
after an injury of the index finger showed sequestra- 
tion of the distal end of the middle and the proximal 
end of the distal phalanx. As it was impossible to 
remove the sequestra without destroying the distal 
joint, the finger was treated conservatively. After 
about six weeks, healing was complete, what looked 
like sequestra had apparently regenerated, and 
motion was about two-thirds normal. 

Witiram A. Crark, M.D. 
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Vignard and Bérard: Four Cases of Beginning 
Coxalgia Treated by Curettage and Filling. 
Late Results After Sixteen, Eleven, Eleven, and 
Three Years (Sur quatre cas de coxalgies au 
début cureteés et plombées. Résultats éloignés 
datant de 16, 11, 11, et 3 ans). Lyon chir., 1930, 
xxvii, 678. 


The authors report four cases of beginning coxal- 
gia operated upon by Vignard by his method of 
limited curettage and filling with Mosetig’s mixture. 
The results may now be considered final as the 
operations were performed from three to sixteen 
years ago. The patients had had the disease for 
from three to eight months. All were absolutely 
cured within from six months to a year after the 
operation. There were no complications, suppura- 
tions, or recurrences. All of the patients have been 
able to resume normal life and do heavy work. 
Three have a perfectly normal upright position and 
walk normally. One has a slight limp from insuffi- 
ciency of the gluteal muscles and presents Trendel- 
enburg’s sign. Flexion varies from 25 degrees to 
normal. Next satisfactory are external and internal 
rotation. Abduction and adduction are the most 
limited, but in two patients they reach 25 and 30 
degrees. The functional condition is not directly 
dependent on the amplitude of the movements. 
One patient walks much better than another who 
has much greater mobility of the hip. 

The good results are explained by the preserva- 
tion of the musculature at the root of the hip and 
the re-adaptation of the joint surfaces. 

In the roentgenograms the head of the femur has 
a different appearance in the different cases. In one 
case in which the lesions were entirely synovial it is 
almost normal. In a case in which the curettage was 
done in the lower part of the head and neck it shows 
enormous hypertrophy. In a third, in which the 
curettage was done in the upper part of the neck 
and head, the upper border of the neck seems very 
much shortened or even telescoped. Its appearance 
suggests that a large amount of tissue was removed, 
whereas care was taken to curette only very limited 
lesions. 

These cases demonstrate that in the hip only 
limited lesions, chiefly those that are juxta-articular, 
can be operated upon if the anatomical relations 
necessary for satisfactory function are to be pre- 
served. AupreY G. Moran, M.D. 


Vallone, D.: The Late Results of Reconstruction 
of the Anterior Crucial Ligament and the 
External Lateral Ligament of the Knee with 
Aponeurotic Flaps (Esiti a distanza della rico- 
struzione del legamento crociato anteriore e del 
legamento laterale esterno del ginocchio con lembi 
aponeurotici). Chir. d. organi di movimento, 1930, 
xv, 308. 


The author reviews the various methods of recon- 
structing the anterior crucial and external lateral 
ligaments of the knee and reports a case in which he 
used a combination of the methods of Groves and 
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Putti. The patient was a twenty-year-old man with 
a rupture in the middle of the anterior crucial liga- 
ment. The upper end of the ligament was visible, 
but nothing seemed to be left of the lower end except 
a few fibers. The joint capsule and external lateral 
ligament were also injured. 

In the reconstruction of the ligaments a canal 
running downward, inward, and forward was bore 
in the external condyle of the femur. The inner 
opening was exactly at the insertion of the anterior 
crucial ligament. Another canal running through 
the joint inward, downward, and forward was made 
in the middle condyle of the tibia with its entrance 
at the lower insertion of the ligament and its exit 
below the internal tuberosity of the tibia. A pe 
dunculated flap of fascia lata 2 cm. wide and 1; 
cm. long with its base at the external condyle oi 
the femur was then twisted on itself several times 
to form a strong cord and passed through the two 
openings. The limb was then placed in extension 
and the cord fixed with silk to the periosteum of the 
internal tuberosity of the tibia at its exit and with: 
silk at its point of entrance. The joint capsule was 
closed with catgut and the external lateral ligament 
reconstructed by means of another pedunculated 
flap of fascia lata fixed with silk to the head of the 
fibula. The soft parts were then closed, the sub 
cutaneous tissue drained, and a plaster cast applie:! 
to the limb and pelvis. After twenty-five days thi 
cast was removed and active and passive movements 
were begun. The joint is now in satisfactory condi 
tion with normal movements and stability. 

A roentgenogram taken four years after the 
operation showed no difference in density to in 
dicate the presence of the canals, but this does not 
prove that the canals are filled with bone as roent 
genograms failed to show canals made by the author 
in the joint of a cadaver. Even if the transplant did 
not survive permanently, its survival for sixty days 
is long enough for the formation of intra-articular 
fibrous tissue. Aubrey G. Moroan, M.D. 


FRACTURES AND DISLOCATIONS 


Eliason, E. L., and Wright, V. W. M.: Pathological! 
Fractures. Surg. Clin. North Am., 1930, x, 1335. 


The authors state that all so-called ‘‘spontaneous’’ 
fractures have a definite pathological basis and that 
the treatment and prognosis of pathological frac- 
tures depends upon the cause. They define patho- 
logical fractures as those occurring from any other 
wise insignificant force acting upon a bone weakene:! 
by disease. In their own cases the most common 
causes of bone fragility were (in order of decreasing 
frequency) bone tumors, inflammatory changes, and 
nutritional disturbances. 

The incidence of pathological fractures is highest 
in the long bones. Mentioned in order of decreasing 
frequency of involvement, the long bones most 
often fractured are the femur, the humerus, the 
tibia, and the radius. Metastases from organ’ 
malignant disease may occur in long or flat bone- 
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As flat bones are seldom subjected to trauma, 
pathological fractures of flat bones are rare. 

Pathological fractures occur most often in the 
extremes of life. Nutritional defects of bone, such as 
those resulting from rickets and scurvy, occur in 
youth. Sarcoma is more frequent in youth and early 
adult life than in old age, and carcinoma, neuro- 
trophic and atrophic changes are most common in 
late middle and advanced life. 

In fractures due to benign tumors union is the 
rule. In cases of bone cysts, fracture usually results 
in cure of the cystic condition. Hawley states that 
union is the rule in fractures due to carcinoma, but 
according to Bloodgood, union of fractures due to 
metastatic carcinoma is rare. Pancoast reported 
that in 40 per cent of his cases of pathological frac- 
ture due to carcinoma union occurred with or with- 
out treatment by irradiation. Bloodgood states 
that in cases of fracture due to sarcoma union is 
very rare; doubtful union occurred in only two of 
twenty-one cases reported by him. 

In fractures due to acute and subacute inflam- 
matory conditions union is the general end-result if 
the infection is given early and adequate surgical 
treatment. In neglected cases, especially in adults, 
non-union may occur. In fractures due to chronic 
inflammatory conditions union with excessive callus 
formation usually results. 

In fractures occurring in general disease, union is 
delayed or fails to occur, depending upon the 
course of the general disease. In rickets, osteo- 
malacia, and scurvy, proper treatment results in 
union. Fractures due to osteomalacia frequently 
heal with excessive provisional callus formation. 

H. EARLE Conwe tt, M.D. 


Juvara, E.: Osteosynthesis (Contribution 4 l’osteo- 
synthese). Bull. et mém. Soc. de chir. de Par., 1930, 
xxii, 602. 

Juvara performs osteosynthesis in the treatment 
of: (1) incompletely reduced fresh fractures, (2) 
nearly all open fractures, (3) fractures with late 
complications, and (4) fractures with non-union or 
malunion. He emphasizes that the material used 
must be easily, quickly, and exactly put into place 
and so strongly fixed in position that, except in 
rare cases, the use of an external prosthesis will be 
unnecessary. It must have the least possible contact 
with the bone, and must be easily removed after it 
has served its purpose. Juvara does not approve of 
procedures in which the bone is covered to a con- 
siderable extent by metallic parts. He believes that 
osteosynthesis should be done as soon as possible 
after the accident. 

Seven fractures treated successfully by osteo- 
synthesis are reported. These included: (1) an 
oblique subtrochanteric fracture of the femur 
which had united with marked shortening of the 
limb and great angular deformity due to adduction 
and rotation of the lower fragment; (2) a subtro- 
chanteric V-shaped fracture with three fragments; 
(4) a fracture of the upper third of the leg in which 
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the tibial fracture was oblique and pseudarthrosis 
resulted; (5) a fracture of the middle third of the 
leg in which the tibial fracture was oblique and 
there was non-union with great angular deformity 
after three months; (5) a double fracture of the 
humerus—an oblique fracture in the upper third 
and a transverse fracture of the surgical neck; (6) 
a low supracondylar fracture of the femur with 
great displacement; and (7) a comminuted supra- 
condylar fracture of the femur. Pace. 


Soli, D.: Traumatic Lesions of Certain Bones of 
the Wrist (Lesioni traumatiche di alcune ossa del 
polso). Chir. d. organi di movimento, 1930, xv, 326. 


The author reports three cases of traumatic 
lesions of bones of the wrist. The first was a case of 
fracture of the scaphoid bone caused by a fall from 
an overturning wagon. The patient fell on his right 
hand which was hyperextended and turned toward 
the radial side. About ten minutes after the injury 
the wrist became painful and swollen. On examina- 
tion, palpation elicited pain at the site of the 
scaphoid. The other bones were painless. Passive 
adduction of the radius was very painful, and 
flexion and extension of the hand were limited and 
slightly painful. The diagnosis of fracture of the 
scaphoid was confirmed by roentgen examination, 
which showed a linear fracture without displacement 
of the fragments. Immobilization in a plaster cast 
for eight days was followed by hot air baths, massage 
and gradual mobilization. 

Soli states that it is difficult to determine the 
prognosis of fractures of the scaphoid as sometimes, 
especially in boxers, these fractures are not recog- 
nized, sometimes they heal with limitation of func- 
tion from pain or rigidity, and sometimes they 
result in ankylosis. 

In the second case reported there was a luxation 
of the semilunar bone with a comminuted fracture of 
the pyramidal bone. The patient was a man thirty- 
eight years of age who fell from a height of 4 meters 
on his right side. He did not know the position in 
which his hand struck the ground, but stated that 
the blow caused intense pain. After the injury the 
hand was turned toward the ulnar side and 
slightly flexed and the wrist showed a slight diffuse 
oedema but no ecchymoses. Pronation and supina- 
tion were preserved. The fingers were slightly flexed. 
Extension was almost impossible, and other active 
movements were very limited. ‘The patient com- 
plained of spontaneous pain in the wrist joint which 
irradiated to the fingers. It was impossible to close 
his hand. All passive movements were limited and 
painful. The anatomical snuff-box was free, and the 
metacarpals and bones of the second row were not 
painful. Below the flexors and between two lines 
traversing the wrist on a prolongation of the third 
metacarpal a slight elevation was noted. A diag- 
nosis of anterior dislocation of the semilunar bone 
was made and confirmed by roentgen examination. 
Roentgen examination showed also a comminuted 
fracture of the pyramidal bone. The dislocated bone 
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and the fragments were removed, and immobiliza- 
tion of the wrist for eight days was followed by 
gradual mobilization, massage, and electrical treat- 
ment. 

The third case reported by the author was one of 
fracture of the trapezium in a man twenty-three 
years of age who was struck by a truck while he was 
riding a motorcycle. The right wrist was slightly 
cedematous and presented an ecchymosis on the 
external half of its volar surface. There was no 
special abnormal position of the hand, and no de- 
formity or crepitation was noted. Passive move- 
ments of the joint were normal. There were no 
subjective symptoms because the patient remained 
in coma until his death five days after the accident. 

The author states that traumatic lesions of the 
trapezium are very rare. He believes that in the 
case he reports the truck struck the hyperextended 
hand, and that the escape of the scaphoid from 
injury is explained by the relative elasticity of this 
bone due to the patient’s youth. 

Aubrey G. Morcan, M.D. 


Jaki, J.: Contributions on Injuries of the Spine 
(Beitraege zur Lehre von den Wirbelsaeuleverlet- 
zungen). Arch. f. orthop. Chir., 1930, xxviii, 640. 

The cause of the increase in the reports of injuries 
of the spine cannot be determined with certainty, 
but it is probable that refinements in roentgen tech- 
nique have allowed the recognition of fractures 
which formerly were diagnosed incorrectly. 

The severity of a spinal injury is not always pro- 
portionate to the severity of the mechanical force 
causing the injury. Serious mechanical insults often 
cause no lesions, whereas slight mechanical insults 
may produce lesions of great severity. To explain 
this fact the author cites the work of Moskalenko 
on the structure of the spongiosa and that of 
Goecke on the resistance of young and osteoporotic 
spongiosa. As vertebral fractures may result from 
muscular contraction alone, experiments on cadavers 
have only a slight value. With regard to the rela- 
tion of the morphological peculiarities of the spinal 
column to the disproportion between the severity of 
mechanical insults and the severity and nature of 
resulting spinal injuries the author cites the views 
of Schanz on the accessory weight-bearing parts of 
the spine and the work of Schmorl on the anatomy 
of the vertebral bodies and intervertebral disks. 

Jaki reviews forty-seven cases of injury of the 
spine. The old theory that compression fractures 
do not occur before the sixteenth year of age is not 
correct as the cases reviewed included six fractures 
in children under that age. The author classifies 
the fractures according to the classification of Kocher 
which is based on localization. In one of his cases 
there was a Feinen fracture due to lifting. This 


occurred in the tenth thoracic vertebra of a man fifty 
years of age. The author states that in dislocation- 
compression fractures muscular tension always plays 
an important part as well as weight-bearing. In 
two of the cases reviewed there was luxation of a 
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cervical vertebra without injury of the spinal cord, 
The author discusses fractures of the transverse 
processes and arches of the vertebre. 

The treatment is discussed on the basis of the 
literature. The author’s patients with mild injuries 
were treated in the dorsal posture and those with 
severe injuries were placed in a plaster cast and in 
the ventral posture. Patients with simple compres- 
sion fractures were treated in a plaster cast for 
forty days in the hospital and then for four weeks 
more at home. In the cases of those with less severe 
injuries, rest in bed for four weeks seemed suflicient. 
After six months, light work was permitted. The 
wearing of a corset was never advised. 

Two luxation-compression fractures were treated 
surgically. In the first case, in which the twelfth 
dorsal vertebra was involved, only marked cedema «/ 
the dura was found, but the paralysis persisted ani 
the patient died from sepsis due to decubitus. [n 
the second case, that of a fifteen-year-old boy with 
a fracture of the fifth lumbar vertebra, adhesion o{ 
the nerve stems to the dura was discovered after 
three months. The adhesions were released, but 
there was no change in the neurological findings. 

The follow-up examination showed that patients 
with insurance had more severe symptoms than 
those without insurance, and that those without 
insurance resumed their occupations earlier. 

HELLNER (Z). 


Rouvillois, Maisonnet, and Salinier: Separations 
and Luxations of the Pelvis (Disjonctions ¢' 
luxations du bassin). Rev. de chir., Par., 1930, xlix, 
225. 

This article does not include displacements of th 
pelvis following delivery or those following opers 
tions on the symphysis pubis or in its neighborhood 
Displacements of the pelvis may be divided into 
upward, inward, and outward luxations of the os 
coxe. They may be bi-symphyseal, the result 0! 
separation of the symphysis pubis and one sacru 
iliac joint, or tri-symphyseal, the result of separation 
of the symphysis pubis and both sacro-iliac joints. 

In a review of the literature the authors collecte: 
thirty-five cases of luxation of the os coxe upward 
and inward and fifty-nine cases of luxation of this 
bone outward. Of the latter, fifty-one were bi 
symphyseal and eight were tri-symphyseal. Ten o! 
the bi-symphyseal luxations were of the type 
described as the pubic separation of horsemen. 

Dislocation of the pelvis is the result of severe 
trauma. It begins at the symphysis pubis and }s 
usually accompanied by a sacro-iliac lesion. Lesions 
of both sacro-iliac joints are rare. Separation of tlic 
pubic symphysis is most common in men past the 
fourth decade who are muscular and rather heavy. 

Lesions of the pelvic girdle may be divided into 
ligament lesions and bone displacements, and tlic 
latter into separations and luxations. Associate:! 
injuries of the urinary tract are frequent. They vars 
in importance according to the degree of displace- 
ment of the pelvic bones. Rupture of the ureth:a 

















is most common in cases in which there is a marked 
ascent of the os coxe, i.e., true luxations of the 
pelvis. The cause is traction on the perineum. 
Vesical lesions occur most frequently in cases of 
separation of the symphysis pubis. 

Luxations of the pelvis are accompanied by 
severe general phenomena. These include pains in 
the inguinal and sacro-iliac regions which are often 
propagated to the injured lower limb, functional 
impotence of the legs, hyperesthesia, and paralysis 
of the wounded side from stretching of the nerves 
of the sacro-iliac joint. The patient is unable to walk 
or stand up. Examination reveals ecchymoses and 
beneath these a voluminous hematoma covering the 
pubic region, encircling the scrotum, distending the 
perineum, surrounding the anus, and extending 
toward the lumbar region and the roots of the thighs. 
The hematoma makes palpation of the skeleton 
very difficult. Nearly always, the separation of the 
pubic symphysis has not been recognized. On pal- 
pation, pain which is less severe than that asso- 
ciated with fracture is noted in the pubic symphysis 
and in one or both sacro-iliac articulations. In 
cases in which the effusion has been absorbed, separa- 
tion or unevenness of the symphysis may be noted. 
The Verneuil sign, pain on transverse pressure on the 
pelvis, or the Larrey sign, pain on excentric pres- 
sure, may be present as in fracture. 

In traumatic separations of the symphysis pubis 
without vertical displacement the lower limbs are 
in extension and generally rotated outward, and 
there is no shortening. The increase in the circum- 
ference of the pelvis may be ascertained by tracing 
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from each side the spinotrochanteric lines of 
Schmoecker. These lines will be found to meet at 
a higher point than normal. When there is luxation 
of the os coxe, the rise of the pelvis is manifested by 
apparent shortening of the limb on the injured side. 
The authors describe methods of measuring. The 
chief aid in the diagnosis is roentgenography. 

In the ninety-four cases of luxation of the pelvis 
reviewed there were twenty-nine deaths, a mortality 
of 32.5 per cent. The deaths were due chietly to 
visceral complications. The prognosis is relatively 
favorable, from the point of view of function, but 
in some cases there may be persistent pains in the 
crural and sciatic nerves, visceral sequela, and de- 
formities of the pelvic girdle. In non-reduced or 
partially reduced luxations there is an apparent 
shortening of the limb which may amount to 6 cm. 
Recovery requires several months, and the incidence 
of permanent disability may reach 70 per cent. 

Transverse separations or luxations of the pelvis 
sometimes become reduced spontaneously. In 
transverse separation with lesions of one or both 
sacro-iliac joints, sudden or progressively increased 
pressure on the lateral surfaces of the pelvis may 
correct the symphyseal displacement. The pelvis 
and lower limbs must then be immobilized. Re- 
duction of luxations of the iliac bone is more 
difficult. In old luxations the treatment can be only 
symptomatic. 

The authors discuss also the treatment of com- 
plications of pelvic separations and luxations, in- 
cluding wounds of the bladder and posterior urethra. 

PACE. 








BLOOD VESSELS 


Tidy, H. L.: Symptoms and Pathogenesis of the 
Hemorrhagic Diathesis. Brit. \/. J., 1930, ii, 
1073. 


The author states that the essential cause of the 
hemorrhages in the hemorrhagic diathesis is an 
increase in the permeability of the capillary endo- 
thelium. The platelets attempt to protect the weak 
spots and are thus removed from the circulation. 
An increased demand for platelets consequently 
falls on the bone marrow, and the latter may or 
may not respond. The normal action of the spleen 
in destroying defective constituents of the blood 
increases, and there is a tendency toward spodoge- 
nous splenic enlargement. 

The symptoms of the hemorrhagic diathesis may 
be divided into three groups: (1) hemorrhage, (2) 
anemia due to the loss of blood and the drain on 
the blood-forming tissues, and (3) the results of the 
escape of plasma into the tissues, namely, oedema, 
abdominal colic, and pain and swelling of the joints. 

Tidy believes that the varieties of the hamor- 
rhagic diathesis may be classified into three groups: 
(1) those characterized by pure primary hemor- 
rhage, including all grades from purpura simplex to 
purpura hemorrhagica, the principal symptoms of 
which are attributable to anemia, (2) those charac- 
terized by pure primary urticaria, the principal symp- 
toms of which are abdominal colic and joint pain, 
and (3) those with combined hemorrhage and 
urticaria, including Henoch’s purpura and purpura 
rheumatica, the principal symptoms of which are 
due mainly to the urticarial factor though this does 
not cause any drain on the blood-forming organs, 
necessitate the removal of débris from the tissues, 
or cause enlargement of the spleen. 

There is no sharp dividing line between the 
hemorrhagic diathesis and splenic anemia, but 
Banti’s disease and hemophilia are separate entities. 
The author believes that splenectomy is a thera- 
peutic measure of great value in selected cases of 
the hemorrhagic diathesis, but is contra-indicated 
unless the platelets are diminished in number. 

Louis P. GAMBEE, M.D. 


Wright, A. D.: The Treatment of Varicose Ulcers. 
Brit. M. J., 1930, ii, 996. 


In two years the author has cured more than 300 
cases of varicose ulcer. His method is quite simple. 
The highest visible varicose veins are injected with 
5 per cent sodium morrhuate and then, regardless 
of the appearance of the ulcer, the leg is firmly en- 
cased from foot to knee in a 3-in. spiral bandage of 
elastoplast adhesive. To prevent creeping of the 
bandage, 2 longitudinal splints of the same material 
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9 in. long are laid on the sides of the leg above the 
ankde and the spiral is applied over them. The pa- 
tient is instructed not to restrict his physical ac- 
tivity. A discharge seeping through the bandage is 
washed off with soap and cold water. 

The time for the application of the second spiral 
bandage depends upon the reduction of the cedema. 
As the oedema subsides, more varicose veins may 
be seen. These are injected in the usual fashion. 
When the ulcers are large, the elastoplastic bandage 
is changed twice a week. 

Under this treatment healing is usually rapid. Ii 
the ulcer is very large, skin grafting is performed 
In order to keep the treatment ambulatory, the 
grafts are buried beneath the granulations as smal! 
inserts, darned in as skin threads, or injected. The 
ulcer is then covered in exactly the same manner as 
before. 

After healing is complete the support is continued 
for three months by means of Unna bandages and 
the patient is instructed to report for examination 
every three months. Antuony F. Sava, M.D. 


Seifert: The Interpretation of the Pain in Embo- 
lism of Arteries Supplying Large Areas of the 
Extremities (Zur Deutung des Schmerzes bei der 
Embolie grosser Gliedmassarterien). Zentralbl. d. 
Chir., 1930, p. 2197. 

The symptoms of embolism of an artery of an 
extremity (pain, disturbances of sensation and 
motion, pallor of the skin, and disappearance of the 
pulse) do not definitely indicate the site of the 
embolus, but if the nature of the pain and its site are 
studied carefully more accurate diagnostic informa- 
tion can be obtained. 

In a case of embolism of the artery of the arm, the 
author observed a sudden displacement of the point 
of pain to the elbow. At this moment the embolus 
apparently moved to the ulnar artery. The pain 
occurring at the time of the occlusion of the artery 
is due to a vascular spasm caused by the irritation 
from the foreign body; the embolus occluding the 
artery is not itself the direct cause. In the case 
reported, the pains were relieved after an operation 
attempted under local anesthesia, in spite of the 
fact that the embolus was not removed. The severe 
pains associated with gangrene, which, according to 
Loehr’s investigations, appear even before the gan- 
grene and have their cause in a tumescence of thie 
muscular tissue, are of a different nature. The 
author therefore recommends that in cases in which 
embolism is suspected more attention be paid tv 
the nature, time of onset, duration, and site of the 
pain. 

In the discussion of this report, GULEKE stated 
that some patients are able to feel the separation o! 














a thrombus in a vein and the different stages of its 
migration. E. WIttms (Z). 


BLOOD; TRANSFUSION 


Isaacs, R.: Blood Changes in the Leukzemias and 
the Lymphomata and Their Bearing on 
Roentgen Therapy. Am. J. Rocntgenol., 1930, 
xxiv, 648. 

This article is based on 878 cases of lymphatic 
and myelogenous leukemia and lymphoblastoma 
which were treated at the Huntington Memorial 
Hospital in Boston and at the University Hospital 
and Simpson Memorial Institute at Ann Arbor, 
Michigan. 

The findings show that the stimulating action of 
the roentgen rays causes the younger forms of 
leucocytes such as the primitive myeloblast to di- 
vide and form the same types of cells. Leucocytes 
as advanced as the myelocytes are stimulated to 
normal growth to form polymorphonuclear leuco- 
cytes. The action of Janus green and neutral red 
on young, old, and roentgen-irradiated cells dem- 
onstrated that cells mature rapidly when exposed 
to irradiation. Only older leucocytes are excreted 
by mucous membrane. Roentgen therapy causes 
a marked increase in the number of polymorpho- 
nuclear leucocytes thus excreted. Myeloblasts may 
fill the bone marrow and crowd out other cells after 
roentgen therapy. When most of the cells in the 
bone marrow are in this stage they cannot be stim- 
ulated to mature; hence they are said to be refractory 
to the roentgen ray. Continued treatment under 
such circumstances reduces the number of germinat- 
ing cells and causes aplastic anemia. The matura- 
tion of the polymorphonuclear leucocytes progresses 
much more rapidly after roentgen therapy. That 
the maturation and development of erythrocytes 
are also hastened is shown by the improvement 
following roentgen irradiation in cancer and the 
anemias. 

The early forms of lymphocytes are stimulated 
to reproduce in a manner similar to the leucocytes. 
Roentgen irradiation is often contra-indicated in 
chronic lymphatic leukemia because the lymphatic 
cells are in an early stage. In this condition, roentgen 
irradiation is best given when the lymphatic cells 
are of medium or small size, at which stage they will 
tend to mature more rapidly. 

While roentgen irradiation may result in symp- 
tomatic improvement, Minot, Buckman, and Isaacs 
have found that it does not prolong life except in 
individual cases in which an immediate and mechani- 
cal cause of death is removed. 

In anemia, irradiation will not be beneficial when 
there is a preponderance of myeloblasts or lymph- 
blasts. The older red blood cells and blood platelets 
will not be increased in numbers while the bone 
marrow is clogged with young cells. 

In addition to the blood findings, the general 
condition must be considered in determining the 
treatment. A high basal metabolic rate, nervousness, 
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sweating, a fast pulse, and loss of weight are definite 
indications to irradiation even when the leucocyte 
count is not markedly increased. Irradiation is 
indicated when the cell count is low and the rate 
of cell excretion from the mucous membrane is high, 
as these findings are evidence of an active cellular 
bone marrow. It is very important to gauge the 
latent period or the time between the exposures 
to irradiation and the time at which therapeutic 
results are noted in order to make sure that the 
patient is receiving the proper stimulation. The 
author advises limiting the number of exposures 
as much as possible. The larger the effective dose 
given at one time the quicker will be the response 
on the part of the blood cells. 
CLARENCE V. BATEMAN, M.D. 


Séderlund, G.: Blood Transfusion in Surgery 
(Ueber Bluttransfusion in der Chirurgie). Hygica, 
1930, xCli, 513. 

Séderlund states that the experiences of the World 
War greatly increased our knowledge especially with 
regard to wound antisepsis and the nature of shock 
following injuries and operations. The problem of 
shock, given little attention in the German litera- 
ture, was investigated by an English Shock 
Committee. As a result of the findings of that 
Committee, the value of blood transfusion in the 
treatment of shock became recognized. 

The author takes up in great detail first the his- 
tory of the development of blood transfusion. This 
part may be passed over as it is well known and the 
work of Beck, Doan, Pemberton, and Stapelmohr 
are mentioned as sources. 

In the author’s opinion, the best apparatus for 
direct transfusion is that of Oehlecker and Beck. 
Oehlecker’s method is the procedure usually em- 
ployed in the Sabbatsberg Hospital and by Stapel- 
mohr. For indirect transfusion, the apparatus of 
Percy is best. In Sweden, the large Percy tube with 
a capacity of from 700 to 800 c.cm. has been 
generally replaced by the Jeanbrean tube with a ca- 
pacity of about 450 c.cm. The indirect method is 
used routinely at the Maria Hospital and the Sera- 
finerlazarett. 

If one adheres to the view that only pure, not 
previously treated blood should be transfused, only 
the methods of Oehlecker and Percy come up for 
consideration. The apparatus and the method of 
Beck have not been tested for a sufficiently long 
time. The author is unable to judge the Oehlecker 
method as he uses only the technique of Percy. 

Séderlund then discusses the dangers of blood 
transfusion. These may be avoided by the proper 
selection of donors according to blood groups. Atten- 
tion is called to Lindau’s work on reactions after 
blood transfusion. 

Transfusion is indicated in acute loss of blood, 
exsanguination, postoperative and posttraumatic 
shock, acute or chronic hemorrhages due to definite 
local disease processes (gastric and duodenal ulcer, 
pulmonary tuberculosis, hemophilia, cholemia, sep- 
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sis, pernicious anemia) and as pre-operative prep- 
aration of patients who, without it, would be unable 
to withstand operative intervention. In discussing 
the effect of blood transfusion the author mentions 
especially the great work of Laqua and Liebig. 
According to the findings of the Shock Com- 
mittee, shock is due to histamines, albuminous 
toxins which paralyze the capillaries. As a result of 
the stasis in the paralyzed capillaries, the quantity 
of circulating blood is diminished and the circulatory 
system and vasomotor centers are disturbed. This 
condition must not be confused with cardiac col- 
lapse. Blood transfusion apparently acts not only 
by replacing the blood which, in a certain sense, has 
been lost, but by stimulating the hematopoietic 
organs as a hemostyptic. It is superior in every 
respect to the injection of gelatin or hypertonic 
sodium chloride solutions. The mechanism of the 
hemostatic effect of transfusion in such conditions 
as hemophilia and postoperative hemorrhage is 
unknown. Even surgeons who heretofore regarded 
sodium chloride or glucose injections as sufficient 
have come to recognize the necessity and advantages 
of blood transfusion. In this connection the author 
cites von Eiselsberg as saying recently that blood 
transfusion is now indispensable in a surgical de- 
partment. GERLACH (Z). 


RETICULO-ENDOTHELIAL SYSTEM 


Magliulo, A.: The Influence of the Condition of 
the Reticulo-Endothelial System on the Tak- 
ing of Homoplastic Ovarian Grafts (Influenza 
dello scato del sistema reticolo-endoteliale sul 
Vattecchimento dell’innesto ovarico omoplastico 
sperimentale). Sperimentale, 1930, \xxxiv, 393. 


The author used young rabbits of the same age and 
the same race for his experiments. They were cas- 
trated and ovaries were grafted into them. The 
ovaries for the grafts were obtained from animals 
from twenty-five to thirty-five days old because 
young tissue takes more readily. The grafting was 
done into the liver because this organ contains many 
reticulo-endothelial cells. The stain used to produce 
relative block of the reticulo-endothelial system was 
a 10 per cent solution of oxysaccharate of iron which 
is well borne by rabbits and is less toxic than trypan 
blue. This was injected intravenously in increasing 
amounts either before or after the grafting. 

The grafts were found to take and survive for a 
varying period of time but not permanently. How- 
ever, they survived longer than when the reticulo- 
endothelial system had not been blocked as blocking 
inhibits the reaction against foreign tissue which this 
system brings about. Auprey G. Morcan, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Crossan, E. T.: Lymph Exudate and Fibrous Tis- 
sue. Ann. Surg., 1930, XCii, IOI. 

In surgery, fibrous tissue is a sign of recovery or 

the termination of irritation. It is a mighty factor in 
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the restoration of health, but just as frequently it is 
an irresistible opponent to the restoration of func- 
tion. Without it, surgery would be impossible, yet 
because of it surgery is frequently impossible. The 
progenitor of fibrous tissue is lymph exudate. If the 
surgeon appreciates the qualities of lymph exudate 
and fibrous tissue, he will understand how to dea! 
with those deformities which have not or cannot be 
controlled. 

Lymph exudate is the body’s first reaction to irri- 
tation. In irritation due to infection, for example, 
the exudate starves the bacteria, impedes their ac 
tion or destroys them, and prevents their toxins from 
entering the circulation. The common practice of 
treating infections is based on utter disregard for 
fibrin, leucocytes, and serum. The attempt is made 
to destroy the bacteria by antiseptics, frequent 
change of drains, or irrigation. These procedures, 
however, destroy also the defense mechanism. In 
infected wounds, antiseptics are not only useless but 
harmful. The surgeon can hope to add to the defense 
only by physiological treatment consisting of meas 
ures which will stimulate the exudate, such as in 
cision and drainage. Incision relieves pressure ani! 
thereby causes a transudation of serum, an emigra 
tion of leucocytes, and a backwash from the lym 
phatics. The drain, though it is inserted as a mean: 
of egress for the pus, stimulates additional defense 
Therefore a drain should not be disturbed unless its 
removal is absolutely necessary. Frequent remova! 
of drains is just as destructive to lymph exudate as 
the use of antiseptics. 

The introduction of a drain to prevent dissemina 
tion of leakage is good surgery provided the surgeon 
realizes that the drain may stimulate leakage. \ 
drain introduced near the site of an anastomosis wil! 
produce additional lymph exudation and the re 
sulting sogginess at the stoma may cause the suture: 
to pull out. However, clinical experience shows 
that a drain within the abdomen for forty-eight 
hours, the period for which a prophylactic drain is 
used, never causes symptoms. 

Crossan discusses the application of physiologica! 
treatment to osteomyelitis, citing the good results 
obtained in this condition during the war from thi 
use of bipp paste and infrequent dressings. 

He states that the lymph exudate of repair has the 
same qualities as the lymph exudate of defense. The 
fibrin forms the scaffold for the ingrowing fibroblasts 
and the sprouting blood vessels. Crossan discusse: 
the formation and character of scars. He believes 
that contractures of scar tissue are determined by 
muscle-and tendon-push on the skin. If this theor, 
is correct, incisions in the neck, elbow, hand, axilla 
and popliteal space should be made transversely to 
prevent band contractures, and in cases of longitu 
dinal wounds in the surface flexures, motion shoul 
be prohibited for four or five weeks, until the fibr: 
blasts have become settled in a line parallel with the 
scar. 

With regard to suturing, Crossan reminds us thai 
every stitch more than is required is a double irritant 














Irritation is caused by the action of the suture as a 
foreign body and also by its introduction. In some 
cases, however, extra irritation may be of advantage, 
as in herniorrhaphies, in which many sutures closely 
placed will secure a firmer bond between the muscles 
and Poupart’s ligament than a few sutures. Close 
suturing of the abdominal wall is an added protec- 
tion against prolapse of the intestines or stretching of 
the scar. The use of many sutures in gastro-enter- 
ostomy to prevent leakage may be unnecessary. The 
purpose of sutures is to hold firmly the lymph-exudate 
scaffold. 

Every discussion of lymph exudate must include 
fibrous tissue, but a discussion of fibrous tissue does 
not necessarily require a consideration of lymph exu- 
date. Fibrous tissue springs also from blood clot, a 
formation in which lymph exudate is a secondary 
factor. Elimination of blood clot is a method by 
which fibrous tissue may be controlled. 

Fibrous tissue and lymph exudate are not related 
factors when deformities come to the surgeon fully 
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developed. Control is then no longer possible, and 
the problem can be solved only by stretching or col- 
lapsing the wall. If an attempt is made to break up 
the adhesions forcibly, another process of granula- 
tion and organization ensues. The treatment of fi- 
brous ankylosis is a good example of what stretching 
can do. 

Persistent stretching of adhesions may be a cause 
of disability and pain. 

Stretching is an important factor in the surgery of 
fibrous tissue. Sometimes the surgeon uses it, occa- 
sionally he abolishes it, and frequently, in abdominal 
surgery, he guards against it by the use of a belt. 

The most efficient treatment of fibrous tissue is 
that which has for its object the excision of the scar 
or the collapse of the sinus wall. Such treatment is 
used on the sinuses of osteomyelitis in thoracoplasty 
for chronic empyema, and in the cure of anal fistula 
which is a sinus encircled by fibrous tissue. 

In conclusion the author discusses briefly keloid, 
peritoneal adhesions, and non-union of fractures. 





OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Dziembowski, S.: The Value of Certain Methods 
of General Treatment of Inoperable Neoplasms 
(Considérations sur la valeur de quelques méthodes 
de traitement général des néoplasmes inopérables). 
Bull. et mém. Soc. d. chirurgiens de Par., 1930, xxii, 
610. 


There are 250 chemical remedies for cancer. The 
author first reports his results from some of the best 
known chemical methods of treating malignancy and 
then his results from the use of blood treated with 
the X-rays. He obtained no effect from a combina- 
tion of irradiation and diathermy. Intravenous in- 
jections of glucose had no important influence on the 
results of irradiation, but improved the general con- 
dition during the treatment and suppressed lesions 
and disturbances provoked by irradiation. Arsenic, 
especially when given by injection, often had a 
favorable influence on the general condition. In 
certain cases of tumors of the bones, lymphatics, and 
skin, and especially cases of cesophageal cancer, it 
caused striking improvement in the local lesion. The 
use of introsid (iodine and cedrium) gave no result. 
Protein therapy was often followed by remarkable 
improvement in both the general condition and the 
local lesion. In some cases it seemed to arrest the 
progress and generalization of the neoplasm, but in 
others its effect was just the opposite. The results 
of borcholin injections with irradiation were en- 
couraging. Intravenous injections of isaminium 
caeruleum prior to irradiation improved the general 
condition, caused a remarkable decrease in the pain, 
and arrested the growth and generalization of the 
neoplasm. 

Dziembowski has used transfusion of blood treated 
with the X-rays in 120 cases in the last two years. 
The technique is as follows: 

When the patient’s general condition permits, 100 
c. cm. of his blood are allowed to flow from the ulnar 
vein or the radial artery into a glass containing 
sodium citrate. This blood is then subjected to 10 or 
15 per cent of a skin erythema dose of roentgen 
irradiation at a distance of 25 cm. and with the use 
of an aluminum filter of 0.3 mm. It is then re- 
injected. If the patient cannot withstand the loss of 
so much blood, the blood is obtained from a donor. 
When autogenous blood is used, a third of it is in- 
jected into the ulnar vein, a portion is injected 
around the tumor, if possible, and the remainder is 
injected intramuscularly. When the blood is ob- 


tained from another person, it is injected only around 
the tumor and intramuscularly. When peritumoral 
injection is impossible (as in cases of intra-abdominal 
tumor), it is replaced by an intramuscular or deep 





SURGICAL TECHNIQUE 


84 


subcutaneous injection in the field where irradiation 
would be applied. Immediately after the re-injection 
the first irradiation (a strong dose) is administere:| 
to the focus of the neoplasm. 

This treatment is followed by a reaction. There is 
nearly always a leucocytosis which is more lasting 
than that which occurs after simple X-ray irradia 
tion. There is also a greater increase of nitrogen and 
bilirubin in the blood serum. The number of throm 
bocytes and the speed of coagulation of the blood are 
increased. In cases of secondary anemia a favorable 
influence on the number and quality of the eryth 
rocytes is noted. 

The results obtained by this treatment in 60 ad 
vanced cases were very much better than those 
obtained by irradiation alone. Several of the cases 
are reported. Excellent results were obtained also in 
many cases of surgical tuberculosis. Pace. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Guillain, G., and De Séze, S.: Considerations Re- 
garding the Clinical Course and the Treatment 
of a Severe Case of Tetanus Which Was Cured 
(Considérations sur l’évolution clinique et la théra 
peutique d’un cas de tétanos grave guéri). Bull. c! 
mém. Soc. méd. d. hop. de Par., 1930, xlvi, 1530. 


Serotherapy often fails in severe tetanus when 
the bulbar symptoms appear early, muscular spasms 
are continuous, insomnia is complete, and dehydra- 
tion is progressive. To the serotherapy have been 
added such hypnotics as chloral hydrate or somni 
féne to relieve the insomnia, which is an important 
cause of exhaustion, to diminish the contractures, 
and perhaps reduce the sensitiveness of the bulbar 
centers to the toxin. The treatment of tetanus is 
extremely difficult. Success is dependent largely 
on the attentiveness of the nurse and intern. 

The authors cite the case of a patient who recov- 
ered from a severe attack of tetanus which would 
certainly have proved fatal if he had not received 
constant attention. The infection was due to a 
penetrating wound of the thenar eminence from a 
dirty nail. The day after the injury, stiffness was 
noted in the jaw muscles, and within twenty-four 
hours a true trismus developed. A physician who 
was called immediately began injections of tetanus 
antitoxin and continued them daily for five days. 
In spite of this, the contractures became generalized 
and rendered sleep and nourishment impossible. 
When the patient entered the hospital his condition 
was grave. The muscles were rigid and, at the least 
disturbance, generalized spasms occurred. 

In the treatment given by the authors the tract 
produced by the nail was immediately excised anc 

















every day from 150 to 250 c.cm. of tetanus anti- 
toxin were injected subcutaneously. An intravenous 
injection of somniféne was given night and morning. 
This was made very slowly and stopped at the end 
of about five minutes when the patient fell asleep, 
that is to say, when he no longer responded to 
questions. Once daily the patient was anesthetized 
with chloroform for a period of about an hour, 
when serum was administered intraspinally, but 
this was interrupted as soon as examination showed 
the approach of a serous meningitis. During the 
night, morphine was given once or twice. To pre- 
vent dehydration, a rectal drip of 4 per cent glucose 
in normal saline solution was given and 2 liters of 
normal saline solution were administered subcu- 
taneously every day. 

For four days the condition remained unchanged. 
It then became possible to give a small amount of 
liquid by mouth during the short period of som- 
nolescence following the somniféne injections. The 
amount of fluid tolerated became progressively 
greater, and the pulse and temperature slowly de- 
clined over a period of five days. Then a marked 
icterus with petechial hemorrhages and a fall in the 
urinary output developed. The toxic hypnotics and 
anesthetic were discontinued and for four days the 
patient remained in semicoma. Rapid improvement 
then followed, with disappearance of the icterus, 
polyuria, and a diminution of the contractures. The 
doses of antitoxin were gradually reduced, and 
thirty-one days after the beginning of the illness the 
patient was discharged. Hyperactivity of the ten- 
don reflexes persisted for some time. 

The authors emphasize particularly the necessity 
of treating the wound by excision. Extremely large 
doses of serum must be given. In the case reported 
the patient received 1,680 c.cm. Intraspinous 
therapy is no doubt of value, but is not without 
danger. The use of general anesthetics is of great 
benefit, but chloroform is associated with some 
danger as it is toxic to the liver. Somniféne is prob- 
ably dangerous only in excessive doses. 

After recovery, contractures of the extremities 
arecommon. Ankylosis of the jaw may result. These 
complications can probably always be relieved by 
prompt treatment with massage and passive mo- 


bilization. ALBERT F. De Groat, M.D. 


Konrich: The Bacterial Content of Commercial 
Bandaging Materials and the Necessity for 
Uniform Sterilization (Ueber den Keimgehalt 
kaeuflicher Verbandstoffe und die Notwendigkeit 
einheitlicher Verbandstoffsterilisierung). Arch. klin. 
Chir., 1930, clix, 541. 

Konrich examined 183 packages of gauze and 221 
packages of cotton bandage material which were 
marketed as “sterile” and had been purchased in 
151 apothecary shops and 3 drug stores in greater 
Berlin. Most of the packages had 2 wrappers. Kon- 
rich was able to show that only the inner wrapping 
was sterilized with the contents, as the outer one, 
usually a pasteboard carton, could not withstand a 
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sterilizing process. The result of the examination 
was disturbing as 52 per cent of the samples were 
not sterile. By “sterile” is meant completely free 
from bacteria, including latent forms. 

The latest German regulations for sterilization 
require exposure to either compressed steam at 115 
degrees for fifteen minutes or to flowing steam at 
100 degrees for a half hour. These rules must be 
changed, for according to Konrich’s studies, the 2 
methods of sterilization are not comparable. Highly 
resistant spores are usually not killed in flowing 
steam at 100 degrees, and when exposed to com- 
pressed steam at 115 degrees for a period of fifteen 
minutes they are just on the borderline of destruc- 
tion. Furthermore, the interval of fifteen minutes 
should be reckoned from the time at which the pre- 
scribed temperature is attained throughout the con- 
tents. The interval required for the desired degree 
of heat to be obtained throughout the package varies 
greatly with different apparatuses and sometimes 
cannot be determined with certainty. Also to be 
considered is the form in which the material is 
drummed. The old Schimmelbusch method is poor 
because the steam flows in only from the side. The 
new Lautenschlaeger drums are good as the steam 
flows through from above downward. 

While with the use of dressings sterilized by pres- 
ent-day methods wound disturbances occur only 
occasionally and even then are not definitely proved 
to be due to the dressings, many of the organisms 
found being merely saprophytes, Konrich observes 
that in weakened patients we do not know to what 
extent the symbiosis of spores with other sapro- 
phytes may aid in producing suppuration. There- 
fore a norm must be demanded. Bandage materials 
should be sterilized under atmospheric pressure at 
120 degrees for at least fifteen minutes. The mercury 
thermometers of the sterilizing apparatus should be 
standardized. Ordinary thermometers on sterilizers 
have been found to vary as much as 3 degrees. 
Spring manometers are not suitable as their limits 
of error reach as high as 25 per cent. However, since 
new apparatus is not obtainable immediately, steril- 
ity may still be obtained with apparatuses gener- 
ating a temperature from 120 to 110 degrees by 
prolonging the time of exposure. Apparatuses per- 
mitting a temperature no higher than 110 degrees 
are of little value. It should be pointed out to the 
trade that blotting paper is impractical for inner 
wrapping. Steam will penetrate through 2 layers 
of firm, sized paper. FRANZ (Z). 


ANESTHESIA 


Jalcowitz, A.: Spinal Anzsthesia Induced with 5 
Per Cent Novacain Solution, with Special 
Consideration of the Blood Pressure (Zur 
Frage der Lumbal anaesthesia mit 5 proz. Novo- 
cainlosung, bei besonderer Beruecksichtigung des 
Blutdruckes). Wien. med. Wchnschr., 1930, ii, 1265. 


The author reviews 100 cases in which he induced 
spinal anesthesia with a 5 per cent solution of novo- 
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cain as recommended by Bier. He employs rustless 
spinal puncture needles which are washed out with 
sodium chloride solution just before they are used. 
The 5 per cent novocain solution is prepared freshly 
before each operation. A small amount of spinal 
fluid is withdrawn and from 2 to 2.5 c.cm. of the 
novocain solution injected. Previous to the injec- 
tion, the anesthetic is mixed in the syringe with 
double the amount of spinal fluid. After five minutes 
at the most, the patient may be placed in any de- 
sired position. After the operation he is kept in the 
flat dorsal position for twenty-four hours. In none 
of the 100 cases reviewed were there any accidents. 
The most dreaded sequela of spinal anesthesia is 
the fall in the blood pressure, which occurs to a 
greater or less extent almost regularly. Therefore 
special attention must be paid to the behavior of the 
blood pressure. The author found that in persons 
more than fifty years old the average maximum fall 
in the blood pressure was 57 mm. Hg. whereas in 
younger persons it was 21 mm. Hg. When caffein 
was given by subcutaneous injection immediately 
before the induction of the spinal anesthesia, the 
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fall in the blood pressure in younger patients was not 
influenced, but the average maximum fall in patients 
over fifty years of age was reduced to 36 mm. Hg. 
After the anesthesia, the blood-pressure curves re- 
turned to normal in from forty-five to sixty minutes. 
The author never noted any serious complications 
such as respiratory or circulatory disturbances or 
symptoms of intoxication. Even common accidents 
of a less severe nature, such as nausea and vomiting, 
were rare, as were also postoperative sequela such 
as headache and meningismus. The anesthesia was 
always complete. 

Spinal anesthesia is not suitable for laparotomies 
as it does not prevent pain from traction on the 
mesentery. However, in operations for hernia it is 
preferable to local anesthesia. In cases of incar- 
cerated hernia care must be taken to keep the 
incarcerated loop from slipping back into the ab- 
dominal cavity before it is inspected. As peristalsis is 
inhibited, experience is necessary to judge the via- 
bility of an incarcerated loop of intestine. In the 
cases reviewed, the duration of the anesthesia 
averaged two hours. MAXIMILIAN Hirscu (Z). 

















ROENTGENOLOGY 


Diocles, L.: Telestereoroentgenography. 
Surg., 1931, X, 499. 

As an introduction to the practical aspects of 
telestereoroentgenography, the author discusses 
binocular vision in relation to stereoscopy and 
reviews the fundamental principles and the advan- 
tages of the different methods of stereoscopy. 

He states that much of the stereoscopic roent- 
genography that is done gives a defective plastic 
result. This is true especially as regards the larger 
cavities, particularly the thorax, and is due to fail- 
ure to observe the principle formulated by Druner, 
that the stereogram should be taken at a focal dis- 
tance at least 4 times the thickness of the part 
examined. 

In a methodical study pursued for more than three 
years and including the exposure of more than 15,000 
films, the author found that the most satisfactory 
results are obtained by the use of from 70 to 100 
ma. under tensions between 100 and 125 kv. peak. 
He makes use of the principles of superstereoscopy 
which have given excellent results in other fields. 
For this purpose he evolved a special apparatus 
which he describes in detail. 

In order to obtain all of the information which 
perfect stereograms can yield, it is necessary to 
examine them correctly. The author describes the 
various methods in detail. He believes that prism 
binoculars are best because they allow very rapid 
examination without fatigue and are relatively 
cheap and easily transported. He describes different 
methods of examining stereoscopic reductions and 
the methods of obtaining projections in relief. 

ApoLpH HARTUNG, M.D. 


Am. J. 


Ratti, A.: The Distribution of Energy in Deep 
Roentgen Therapy (La ripartizione dell’ energia 
nella roentgenterapia profonda). Radiol. med., 1930, 
XVii, 1213. 

Our present knowledge of the distribution of radi- 
ant energy in the depths of the tissues is based almost 
entirely on measurements made with phantoms. It 
remains to be determined whether these measure- 
ments are sufficiently accurate for use in roentgen 
therapy. 

Ratti begins by reviewing the methods of research, 
calling attention especially to the causes of error 
associated with the use of small ionization chambers. 
He then reviews the literature on this subject and 
reports the findings he obtained in a series of investi- 
gations made with the use of five different ionimeters 
in a small ionization chamber. He attempted to de- 
termine especially whether the lack of homogeneity 
in the structure of the human body causes variations 
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of importance in deep doses of irradiation. For this 
purpose he studied particularly the effect of osseous 
parts and cavities filled with air as compared with a 
screen of 0.85 mm. of copper. From his findings he 
concludes that, in general, the variations demon- 
strated were not sufficient to decrease the practical 
value of the tables of deep dosage which are based 
on measurements made with a phantom. 


Miescher, G. L.: The Single Limit-of-Tolerance 
Dosage (Einmalige Hoechstdosis). Fortschr. f. 
Roentgenstrahlen, 1930, xlii, 64, 94. 

Up to the present time two methods have been 
developed for the roentgen treatment of carcinoma. 
In one, the complete destruction of the carcinoma 
cells is attempted at a single treatment and in the 
other by a number of smaller doses given at inter- 
vals. A disadvantage of the second method as com- 
pared with the first is its association with the still 
little known processes which are designated col- 
lectively as “‘dispersion.”’ According to previous 
findings, cells with an active metabolism collect the 
irradiation to a less extent than cells with a less 
active metabolism, but on the basis of recent dis- 
coveries it must be assumed that under certain 
conditions of irradiation the dispersion factor may be 
a favorable influence. 

Because of its accessibility, skin cancer is well 
suited to the study of any form of cancer therapy. 
The author has had many years’ experience with the 
single-dosage method of intensive irradiation of skin 
carcinoma. The technique of the irradiation is on 
the whole a simple one with doses of frem 1,200 to 
1,500 R units, including secondary irradiation, a 
field measuring 4 by 4 cm., and filtration with from 
2 to 4 mm. of aluminum. The results have been 
good, a primary cure (without recurrence) being 
obtained in 89 per cent of cases of basal-cell car- 
cinoma and 75 per cent of cases of squamous-cell 
carcinoma. By means of subsequent treatment 
(irradiation or operation) the incidence of cure may 
be raised in the former to 94.5 per cent and in the 
latter to 80.5 per cent. A comparison of these 
statistics with those of Berven shows that the results 
of radium and roentgen-ray irradiation are practi- 
cally alike. 

In infiltrating carcinoma the treatment described 
gives a cure in only 22 per cent of cases of tumor of 
the basal-cell type and in only 28 per cent of those 
of tumor of the squamous-cell type. A higher dosage 
is therefore necessary, but in intensive irradiation 
the upper limit of dosage is 1,500 R units. More 
than this might destroy the regenerative capacity 
of the cells of the epidermis. In infiltrating car- 
cinoma the divided daily dose of Coutard may give 
good results. Rump (G). 
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Nuernberger, L.: The Bases of Late Injury from 
the Roentgen Rays as Shown by Experiments 
on Animals (Die tierexperimentellen Grundlagen 
zur Frage der Spaetschaedigung durch Roentgen- 
strahlen). Strahlentherapie, 1930, xxxvii, 432. 


The problem of germ injury from the roentgen 
rays has received increased consideration in recent 
years because of the experimental findings of 
Mueller, who was the first to produce mutations in 
dew flies by roentgen irradiation. This article is a 
critical review of experimental findings with regard 
to germ injury by the roentgen rays. The author 
first discusses the concepts of germ and fetal injury 
and early and late impregnation. In contrast to 
concept of early injury (germ injury previous to the 
onset of roentgen sterility), late injury from the 
roentgen rays after the cessation of roentgen sterility 
is still disputed. 

In reviewing observations which have been ad- 
vanced as indicating an injury of descendants in 
late impregnation, the author says that he entirely 
rejects the experimental findings of Fraenkel (1911). 
He believes that Fraenkel has not produced any 
definite proof of the occurrence of a late injury from 
roentgen-ray irradiation, and that the change in the 
entire organism of the irradiated mother animal 
influenced the gonads (somatogenic parallel-induc- 
tion according to Stieve, of which numerous examples 
are cited). 

Of the other findings which have been advanced as 
proving the occurrence of a late injury from the 
roentgen rays, those of Lacassagne and Coutard 
(1923) are critically reviewed. The author does not 
accept the conclusions drawn by Lacassagne and 
Coutard as he believes that it may have been a com- 
mon stall epizootic to which some of their irradiated 
animals succumbed and not a special sensitivity to 
intestinal infections such as was assumed by them. 
This appears probable especially as other causes of 
death come into consideration and the mortality 
among the descendants of the irradiated animals was 
no higher than that among the descendants of non- 
irradiated animals. 

To the well-known investigations of Little and 
Bagg (1923) in which isolated individuals of the Fs 
generation showed anomalies of the eyes and, with 
continued inbreeding, it was possible in some in- 
stances to produce up to 100 per cent abnormal 
animals, the author raises the objection that only 
two irradiated pairs of mice of the descendants 
showed the eye anomalies (possibly no causal rela- 
tionship, but recessive hereditary anlagen or spon- 
taneous mutations). This objection is all the more 
valid because other investigators have observed the 
occurrence of hereditary eye anomalies in. non- 
irradiated mice. Moreover, later investigations (by 
the author, Bagg, and McDowell) could no longer 
confirm the first findings. 

After rejecting the experimental findings of 
Driessen (1924), the author takes up the investiga- 
tions of Pankow (1930). Using a special technique, 
Pankow irradiated only a single ovary in rabbits and 
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compared the descendants from the irradiated and 
non-irradiated ovary. The former were less numer- 
ous and weighed less. The diminution in the num- 
ber of the animals that originated from the irradiated 
ovary is attributed by the author, not to injury of 
the germ, but to an injury of the ovary. The differ- 
ence in the weight of the animals from the two 
ovaries was not marked. 

Before Nuernberger takes up the investigations on 
insects, he describes briefly the anatomy of the 
female genitalia and the chromosomes of the dew 
fly. The occurrence of white-eyed males in the in- 
vestigations which were carried out by Mavor (1923- 
1924) is explained by non-separation of the X chro- 
mosomes. Mavor attributed the development of the 
anomalous individuals to the injury of ova present 
shortly before the second or the first maturation 
division. 

Whereas Mavor was able to cause only another 
division but no change in the heredity, Mueller was 
able to produce true mutations (lethal, semilethal, 
and visible) and thus new hereditary properties. 
After reviewing Mueller’s results, which are of great 
importance with regard to the problem of germ 
injury from the roentgen rays, the author contends 
that it would be absolutely incorrect to conclude 
that Mueller’s findings prove the occurrence of a 
late injury from the roentgen rays. In investiga- 
tions carried out to determine why mutations did 
not develop in all of the irradiated germ cells in 
Mueller’s experiments, Harris found a relative inef- 
fectiveness of the roentgen rays on immature germ 
cells. 

After a short review of Whiting’s findings in ex- 
periments on wasps (following temporary steriliza- 
tion normal males developed from unimpregnated 
ova), the author comes to the conclusion that evi- 
dence of a late injury from the roentgen rays has 
not been produced in a single instance. 

In the second and shorter part of the article, the 
author reviews the numerous findings which have 
been advanced to disprove the occurrence of a late 
injury from the roentgen rays. Against the findings 
of investigations limited to the F, generation (Re- 
gaud and Lacassagne, Doederlein, Foveau de 
Courmelles) the justifiable objection may be raised 
that the animals of the F; generation which appeared 
after the cessation of the roentgen sterility, although 
phenologically normal, may have sustained a 
genetic injury which would become apparent only in 
later generations. Of the investigations in which the 
descendants from inbreeding were also studied, the 
author mentions, in addition to his own, those of 
Dyroff, Robinson, Yemamoto, Bagg and McDowell. 
All of the observations show that from eggs that 
matured after the cessation of the roentgen sterility, 
phenologically and genetically normal descendants 
developed. The author therefore draws the conclusion 
that late injury from roentgen-ray irradiation has not 
been proved up to the present time and that the 
occurrence of a marked injury is improbable. 
WEHEFRITz (G). 














Naujoks, H.: The Development of Children Born 
After Temporary Roentgen-Ray Sterility of 
the Mother (Die Entwicklung der Kinder, die nach 
temporaerer Strahlensterilitaet der Mutter geboren 
wurden). Strahlentherapic, 1930, xxxvii, 572. 


The author presents an important contribution to 
the question of injury to the offspring from irradia- 
tion of women who are still of the child-bearing age. 
After a brief review of the present status of this 
question, based on the most important of the works 
dealing with it, he describes in detail the findings in 
and the development of six children in whose moth- 
ers temporary amenorrhcea or sterility had been pro- 
duced by roentgen irradiation. The children were 
examined with the help of a pediatrician. In all of 
the women the ovarian function had been completely 
interrupted for a long period (up to two years). 

Although in the individual case the question of 
“definitely ascertained injury from irradiation” or 
“definitely ascertained absence of injury from irra- 
diation”’ can hardly be answered, the author believes 
that the presence of anomalies cannot be looked upon 
as proof that the child suffered injury from the ac- 
tion of the rays. In order to preserve the scanty and 
hence all the more valuable material for later investi- 
gations, which alone can clear up the question of 
injury to the offspring, he proposes that carefully 
collected data on children born after roentgen amen- 
orrhoea in the mothers should be collected by a cen- 
tral agency. He suggests as such an agency the 
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Archivdes Kaiser Wilhelm Instituts fuer Anthropologie, 
menschliche Erblehre und Eugenik, Berlin. 
WeueErritz (G). 


RADIUM 


Cappelli, L.: ‘‘Radioproteinemia”’ and ‘‘Radio- 
Anaphylaxis”’ in Patients with Cancer Treated 
by Irradiation (‘“Radioproteinemia” e ‘‘radio- 
anafilassi’”’? nei cancerosi sottoposti a trattamento 
radioterapico). Radiol. med., 1930, xvii, 1150. 

From immunological and biochemical studies 
made in the cases of patients with cancer who were 
subjected to effective radium irradiation, Cappelli 
draws the following conclusions: 

1. The protein elements of the neoplastic mass 
which are resorbed as the result of radium irradia- 
tion are split up locally by the action of proteolytic 
enzymes into amino acids and their derivatives and 
in this form pass into the blood from which they are 
eliminated by the emunctories. 

2. This being the case, the resorption of irradiated 
radiosensitive neoplastic masses is not followed by 
radioproteinamia nor by any allergic state (radio- 
anaphylaxis). Moreover, these terms should be aban- 
doned as the human organism, because of its en- 
zymatic resources, is always capable of preventing 
the entrance of toxic products into the blood stream 
following the decomposition of tumorous masses in 
the process of regression. 








CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Rutherford, R.: True Hermaphroditism. Proc. 
Roy. Soc. Med., Lond., 1930, xxiv, 142. 

Rutherford reports the case of a two-year-old child 
who was brought to the hospital for the radical cure 
of a left inguinal hernia. Although the general ap- 
pearance of the child was female, the external geni- 
talia resembled those of the male except that the 
testes could not be felt. At operation, a uterus, fal- 
lopian tubes, and sex glands were found in the hernial 
sac, and on microscopic examination testicular tissue 
and fallopian tube tissue were discovered in the same 
block. The tunica albuginea was invaded by cords of 
cells, among which were those with the appearance 
of primordial ova, showing much clear cytoplasm and 
a well-defined nucleus. The testes contained semin- 
iferous tubules which were not canalized. One sec- 
tion from the tunica albuginea showed specialized 
female genital cells. Because of the male and female 
elements in the same gland, the author considers this 
a case of true hermaphroditism. 

In the discussion of Rutherford’s report it was 
stated that men with similar findings have been 
known to procreate. CLARENCE V. BATEMAN, M.D. 


Link, K. H.: Traumatic (@dema and Forensic 
Medicine (Traumatisches Oedem und Unfall- 
begutachtung). Med. Klin., 1930, i, 897. 


In persons who are constitutionally predisposed 
to it, traumatic oedema of the dorsum of the hand 
and foot occurs after light trauma which usually is 
not severe enough to produce a loss of tissue-con- 
tinuity. It consists of a doughy or tensely-stretched 
swelling of the affected limb associated with a 
change in the appearance of the overlying skin. 
Usually, slight atrophy of the bones is revealed by 
roentgen examination. Pain may be intermittent, 
but always accompanies movement. 

In a case observed by the author, that of a girl 
twenty years of age on whose foot a flat-iron had 
fallen, the oedema involved the back of the foot and 
the region of the malleoli. The patient exhibited 
sympathicotonia. Excised tissue from the diseased 
part showed a chronic inflammatory process of the 
subcutis and fascia with marked involvement of the 
vessels and nerves of the skin. 

Artificial production of cedema by repeated blows 
and ligation, secondary cedema, and trophoneurotic 
cedema must be excluded in the differential di- 
agnosis. Treatment should be conservative. Massage 
is to be avoided, but periarterial sympathectomy 
may be considered. The condition is resistant and 


tends to recur. The loss of earning capacity is less 
C. E. JANCKE (Z). 


than 50 per cent. 


MISCELLANEOUS 


399 


Bejarano, J.: Superficial Epitheliomata (lormas 
superficiales de los epiteliomas curados). Prog. d: 
la clin., Madrid, 1930, xviii, 750. 

After a detailed discussion of the various clinical 
and histological classifications of superficial epitheli 
omata proposed by various authorities, the author 
concludes that, from the practical point of view, 
there is no necessity for so much differentiation as 
the slight clinical and histological differences be 
tween the various forms do not affect the treatment. 
He believes that in the majority of cases the neo- 
plasms are not precancerous tumors. 

Aubrey G. Morcan, M.D. 


Freund, E., and Kaminer, G.: The Finding of 
Specific Intestinal Flora with Malignant 
Tumors. Preliminary Report (Ueber den Befund 
spezifischer Darmflora bei boesartigen Tumoren). 
Wien. klin. Wchuschr., 1939, ii, 993. 


In a series of investigations, Freund and Kaminer 
were able to show that normal serum will dissolve 
carcinoma cells, whereas the serum of persons suf- 
fering from carcinoma does not possess a carcinolytic 
property but, on the contrary, contains a carcin- 
ophile substance which inhibits the solution of car- 
cinoma cells by normal serum. 

In a search for the site of formation of these two 
antagonistically acting substances in normal and 
carcinomatous serum, Kaminer found that, while 
the organ possessing the greatest cytolytic power is 
the thymus, the intestinal contents must be con- 
sidered the site of origin of both substances because 
by the addition of fat, it was possible to increase 
both the carcinolytic power of normal persons and 
the carcinophile power of persons suffering from 
carcinoma. Both substances owe their formation in 
the intestine to bacterial influences. By inoculating 
milk enriched with butter fat and having a pH of 
7.6 with a strain of colon bacillus obtained from a 
normal stool, it was possible, after from twenty-four 
to forty-eight hours, to obtain an ether-soluble 
fatty acid, which dissolved carcinoma cells even in a 
dilution of 1:10,000. Bacillus subtilis and bacillus 
alkaligenes did not produce this substance. 

The demonstration of the formation of the car- 
cinophile substance—the carcinoma intestinal acid— 
was based on previous investigations of von Zerner 
which showed a weakly acid reaction of the contents 
of the small intestine in persons suffering from car- 
cinoma. A weakly acid nutrient medium (pH 4.8) 
consisting of milk, butter fat, and lactic acid was 
inoculated with the stools of persons suffering from 
carcinoma. The carcinophile substance was demon- 
strated in the culture fluid in large amounts, and 
transference of this culture first to acid and then to 
alkaline agar plates yielded a pure culture of a 














modified strain of colon bacillus which, in the orig- 
inally slightly acid milk-butter fat culture, formed 
carcinoma intestinal acid in large amounts. Wild- 
bolz found that it does not reduce neutral red agar, 
it forms a bouillon film, and in litmus whey it pro- 
duces a reduction from below upward. 

When the same culturing procedure was carried 
out with stools from normal persons and persons 
suffering from sarcoma, no carcinoma intestinal acid 
was produced and the plates remained sterile. The 
protective substance against sarcoma cells could be 
obtained by inoculating a 5 per cent Witte peptone 
solution mixed with oil emulsion with the stool of a 
person suffering from sarcoma. When first acid and 
then alkaline oil-peptone agar plates were inoculated 
with this culture, there resulted a pure culture of 
staphylococci which, when transplanted to peptone 
solution, yielded an ether-soluble fatty acid having 
a pronounced protective power against a solution 
of sarcoma cells. However, the bacteria acquired in 
this way could not be subcultured by inoculation of 
a normal stool because the necessary pH and al- 
bumin and fat content were not present. 
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The authors by no means wish to attribute the 
development of carcinoma or sarcoma to the pres- 
ence of the intestinal bacteria described, but are 
inclined to the view that the further growth of 
tumors occurs not only at the expense of the cell 
substance of the surrounding tissue, but is favored 
especially by the protective fatty acids that are 
formed under the influence of a pathological in- 
testinal flora. They found that mice with a “car- 
cinomatous”’ intestinal flora, which constituted 16 
per cent of those used in their study, are much more 
sensitive than normal animals to both inoculated 
carcinoma and experimental tar carcinoma. 

In the practical application of these findings to 
cases of carcinoma, the authors have attempted to 
alter the intestinal flora by disinfecting the intestinal 
contents, withholding animal fat, enriching the food 
with carbohydrate-free albumin, oil, and alkali, and 
administering a normal strain of colon bacillus. This 
treatment has been followed by diminution of the 
pain, the retrogression of tumors, and even com- 
plete disappearance of carcinomatous formations. 

Hans Eure.icu (Z). 
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